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ISOLATION STRESS IN MEDICAL AND MENTAL ILLNESS 
Eugene Ziskind, M.D., Los Angeles 


HAT EXTREME isolation can produce 
‘| mental abnormality has long been known 
to psychiatrists and social scientists. Re- 
cent experiments indicate that this re- 
action to isolation is universal. Does the newer 
knowledge aid in determining to what extent 
less extreme degrees of isolation are stressful in 
medical and mental illness? What is the mechanism 
of isolation stress? Can it be measured? These in- 
terrelated queries will be considered. ji 
The early psychiatric references to isolation are -of hearing, in poliomyelitic victims confined 
to the paranoid psychoses of in solitary to ji 
confinement,’ the hard of hearing,’ and the com- 
deprived refugees.” Children reared in 
social isolation,’ e. g., the famous case of Caspar 
Hauser, and those at by animals, so-called feral 
men, have shown retarded mental development. 
Recently anecdotal accounts of isolation at the 
Arctic and Antarctic regions and at sea have at- 
tracted attention. Of even greater interest 


is experimentally induced isolation. 
Experimental Studies 

Three experimental procedures of inducing iso- 
lation are currently best known. Each interferes 
with the usual sensory stimuli in a different and 
special way. The first report was by Heron and 
associates.” Healthy college students were paid $20 
a day for as long as they would stay in a sound- 
proof air-conditioned cubicle in a comfortable bed, 


well illustrated by the experience with cata- 
ract surgery, which in the past has been fol- 
lowed by psychoses in as many os 7% of 
cases. Since improvements of have 
permitted reduction of the period of bilateral 
bandaging of the eyes to one day or less, 

psychosis has 
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and arms and hands restrained with 

tion. A communication device extended to the ob- 
server who was watching on the outside through a 
window. Most subjects terminated the experiment 
within three days because of anxiety, and those 
who persevered longer usually developed halluci- 
nations. The latter were commonly visual, but oc- 
casionally auditory or tactile. The second method 
was carried out by Lilly,” with the subjects isolated 
under water up to three hours. In the third method, 
Solomon and his associates’ confined subjects up 
to 36 hours in a specially prepared tank-type respi- 
rator (with the motor going, but the vents open). 
The final results of various methods show similar- 
ities. Interference with normal sensory stimulation 
in the isolation experiments accounts for the rapid 
induction and high incidence of stress and mental 
disability. 

Each group of investigators set out to separate 
the subjects from other and to eliminate 
new meaningful sensory stimuli. For each objective 
the attainment was not absolute. Although all three 
methods impose changes in the intensity, variabil- 
ity, and finer discriminations of sensory stimuli, 
each has a different emphasis. That of Hebb is 
characterized chiefly by a reduction in the pattern- 
ing of the stimuli, that of Lilly by a reduction in 
the absolute level of the stimuli, and that of Solo- 
mon by an imposed, unvarying, and repetitious 
structuring of the stimuli. Actually an important 
common feature is reduction in the variability of 
stimuli. The altered sensory input is the focus of 


study in current attempts to clarify the physiologi- 
cal mechanisms involved. 


the effects due to seclusion and to what extent to 
the alteration of sensory stimuli?” Sensory depriva- 
tion is always a concomitant of isolation in man, 
one reason being that the human voice is such a 
clinical material points up that interpersonal isola 
tion alone, without special sensory satesfesenee, 
also produces stress and mental symptoms. 
Isolation in Medical and Mental Illness 
Conditions associated with special sensory inter- 
ference will be discussed first. The most striking 
clinical example of isolation stress is seen among 
patients with postoperative cataract psychoses. 
After extraction of the cataract, the patient has the 
unoperated eye covered as well as the operated one 
because this cuts down the ocular movements 
which might interfere with healing. A small num- 
ber of patients develop postoperative psychoses. 
The ophthalmological surgeons have known that 
the majority of such cases clear up quickly once 
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the unoperated eye is uncovered. There is much 
evidence that titettinn of visual stimuli in the 
isolated patient may produce a break with reality 
and that restoration of visibility usually suffices to 
dissipate the hallucinations and other mental 
symptoms. 

As long ago as 1890 Frankl-Hochwart" wrote 
that the chief factor was the “Abschliessung von 
der Aussenwelt.” He noted that the incidence of 
postoperative psychoses in cataract extraction was 
higher than that after other types of surgery— 7% 
in the 183 cases of the famous ophthalmologist 
Schnabel (1880). He also referred to the experience 
of Schmid-Rimpler with two nonalcoholic patients, 
suffering with iridochoroiditis and luetic iritis (19 
and 57 years of age, respectively), who were placed 
in a darkened room and developed psychotic syn- 
dromes. In the latter half of the 19th century it was 
customary to place cataract patients preoperatively 
and postoperatively in a pitch black room. Schmid- 
Rimpler in 1863 already commented that this prac- 
tice contributed to the incidence of psychotic dis- 


nces. 

Later a series of advances in operative technique 
resulted in a progressive reduction of the number 
of days of required bilateral bandages and a corre- 
sponding diminution of the cataract postoperative 
psychoses. In the earliest days the incision into the 
eyeball was left to heal without sutures, at which 
time both eyes were kept covered three or four 
days. In this period, the incidence of psychoses, as 
judged by the report of Parker (1913), was 3%. 
Then followed the general acceptance of conjunc- 
tival sutures (probably around 1930) when two or 
three days of bandaging of both eyes sufficed, and 
the psychoses were reduced to 1.5 or 2%.” With the 
introduction of corneoscleral sutures (gen- 
erally practiced since about 1945), the bilateral 
bandaging could be reduced to one day or less. 

ingly, the complicating psychoses 
dropped to less than 1%.° 

So Bi the evidence of an etiological role for 

vation in cataract postoperative psy- 
than after other types of surgery, where sensory 
deprivation does not occur; (2) disappearance of 
the psychosis in most cases when the unoperated 
eye is uncapped; and (3) progressive reduction in 
incidence of psychoses with advances in operative 
technique, thereby shortening the period of cover- 
ing both eyes. Further approximation to the mul- 
tiple sensory interference of the isolation experi- 
ments is the observation of Axenfeld (1925) that 
cataract patients were more ae to post- 
operative psychoses if they also had impaired hear- 
ing. Since it is among the aged that most postop- 
erative cataract psychoses occur, it is of more than 
passing interest that senile patients with nocturnal 
delirium had the delirium reproduced in the day- 
time when placed in darkened rooms or when their 
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Since the experiments are characterized by spe- 
cial interference with sensory input in addition to 
isolation, the question arises “To what extent are 
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eyes were bandaged. Cameron” points out that 
these patients have a loss of retentive ability, so 
that visual images must be seen repeatedly for their 
identity to be maintained. The data from all these 
sources therefore strongly support the thesis that 
in the etiology of the postcataract extraction psy- 
choses isolation with sensory (visual) deprivation 
plays an important role 

Another instance of sensory deprivation con- 
tributing to isolation pathology is seen in the para- 
noid psychoses of the hard of hearing. Here the 
literature is less extensive than in the cataract ex- 
tractions and the evidence is not as conclusive. The 
literature includes clinical psychiatric impressions 
antedating Kraepelin’s contribution, '' indirect sta- 
tistical studies," and experimental studies. Space 
does not permit discussion of the interesting psy- 
chological differences of visual as compared to audi- 
tory loss, particularly since the material is not 
germane to this thesis. 

The mental disturbances reported by Mendelsohn 
and Foley’ of patients with poliomyelitis con- 
fined to tank respirators present the clinical picture 
of “isolation psychoses.” Other toxic or inflamma- 
tory processes appear to have been ruled out. Sim- 
ilar symptoms occurred in normal subjects confined 
to tank respirators. There are then at least three 
clinical disorders with special sensory limitations 
which seemingly parallel the isolation experiments. 

Highly suggestive evidence of isolation as a 
stress, exclusive of special sensory restriction, are 
the psychoses of solitary confinement' and of 
language-isolated refugees.’ Although the paranoid 
state is the usual type of psychosis attributed to 
isolation, | have now seen five cases of psychotic 
depression in women whose histories indicated long 
periods of relatively pronounced isolation preced- 
ing the onset of the mental symptoms. These de- 
pressions were devoid of paranoid trends. In seem- 
ing contradistinction is the report of Azima and 
Cramer (1956) that of five patients with psychotic 
depression who were subjected to isolation pro- 
cedure (somewhat similar to that of Hebb) for three 
days, two experienced disappearance of the depres- 
sion and three amelioration. 

It has also been my clinical impression that pa- 
tients with a single phobia which underwent a 
rapid and marked spread to many phobias, have 
families who permitted them a fair degree of isola- 
tion. The experience of Freud and others that 
active contravention is helpful in these cases sup- 
ports the impression of the salutary influence of 
lack of isolation. 

The possible relation of some senile psychoses 
to isolation certainly warrants investigation. The 
special vulnerability of the aged with visual and/or 
auditory impairment has already been noted. The 
adequate evaluation of isolation stress in older 
patients is made difficult by the fact that many such 
individuals are already close to mental decompen- 


sation. Acute stress of various types is often fol- 
lowed rather suddenly by a full-blown chronic 
brafh syndrome in subjects not at all previously 
suspected of deterioration. There is need for a 
carefully controlled study contrasting the incidence 
and degree of prior isolation in matched groups of 
aged individuals with and without psychoses. I 
have such a study under way. 

The evidence for interpersonal-isolation or se- 
clusion per se as a stress factor in other medical 
illnesses also needs to be evaluated. Two physicians 
who were quite isolated during their hospitalization 
with coronary heart attacks developed depressions. 
Both were formerly out-going, active individuals 
and they themselves felt the isolation was a con- 
tributing factor to their depressions. The effects of 
relative isolation on patients confined to bed with 
casts, with paralyses, and with debilitating diseases 
call for evaluation. More study is needed to de- 
termine that additional contributory factors, such 
as latent predisposition to mental illness, toxicity, 
interference with cerebral circulation, or organic 
neurological involvement—peripheral or central— 
are not the significant etiological ones. The ready 
disappearance of recent mental symptoms on ter- 
mination of the isolation (as occurs in typical soli- 
tary confinement prison psychoses) would favor 
seclusion as the significant causative factor. 


Practical and Preventive Suggestions 


Although there is need for more investigation 
before the degree and extent to which isolation 
constitutes a noxious factor in illness can be de- 
termined, several general therapeutic and preven- 
tive suggestions are warranted. Preference for two 
or more patients sharing a room, instead of private 
facilities; early ambulation for bed patients; ac- 
tivity programs in hospitals; frequent visitors; 
avoiding or minimizing hospitalization of the aged 
and very young (possibly substituting “rooming in” 
for both old and young); and plenty of light—at 
times, even during the night—might all be helpful 
in combating isolation tendencies. Some ophthalmo- 
logical surgeons have preferred to extract cataracts 
in aged patients in the home to avoid removal from 
familiar surroundings. One might want to reevalu- 
ate the use of continuous tubs or the isolation of 
the old rest cures for the mentally ill. 

On the preventive side, social participation and 
activity are well known as measures for avoiding 
or mitigating the harmful effects of seclusion. The 
isolating dangers of pregnancy and the infant rear- 
ing period, of occupational retirement, of the in- 
volutional period, and of old age and infirmity call 
for such intervention. The realistic hazards of iso- 
lation and sensory monotony have become a matter 
of public health concern for long distance night 
drivers of trucks on lonely roads, for monitors of 
radar screens, and for night sentinels, as well as 
the belt-line worker with repetitious, near-auto- 
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matic activity. It behooves us therefore to be alert 
to the hazards of undue isolation with or without 
special sensory privation in many life situations. 


Mechanism of Isolation Stress 


The mechanism is unknown whereby isolations, 
with or without special alteration of sensory stimuli, 
produces symptoms. Since the experiments empha- 
size interference with normal sensory stimulation, 
it is not surprising that implication of the functions 
of the ascending reticular system (ARS) should be 
suspected. There is, however, no direct proof of the 
involvement of this neurophysiological system. In- 
direct data are suggestive. Sensory input mediated 
through the ARS has been shown to be important 
for the functions of attention (and concentration), 
arousal, wakefulness, and consciousness.’* A num- 
ber of the known symptoms of isolation stress occur 
in dysfunction of the ARS. 

The electroencephalographic (EEG) tracings of 
subjects under isolation stress '* resemble the EEG’s 
of persons with hallucinations produced by psy- 
chosomimetic drugs’ or clinical states of toxic 
deliria.’* (The hallucinations in the isolation experi- 
ments have been said to be like those produced by 
mescaline and h ic acid diethylamide [LSD- 
25].) The EEG findings consist of a decrease in the 
percentage of alpha waves and in the appearance 
of slow waves. However, decreased percentage of 
“alpha time” or total suppression of the alpha 
rhythm is not synonymous with altered function in 
the ARS, and might presumably be due to impair- 
ment of other functions. 

Direct assay of impaired functions of the ARS, 
as evidenced in the EEG, is being made by me in 
instances of isolation stress and hallucinatory 
states. The finding of Blum (1957) that alpha block- 
ing is impaired in patients with chronic brain syn- 
drome and schizophrenia and not in normal con- 
trols is pertinent. Blum’s study is being repeated 
to ascertain whether this finding can be correlated 
positively with the presence of hallucinations 
and/or paranoid delusions. For the time being, the 
evidence for involvement of the ARS is only sug- 


gestive. 

Another hypothesis pertaining to the interference 
with sensory stimuli is that of Bartlett (1951). He 
postulates that illusions and hallucinations may 
arise from distorted peripheral sensory stimuli re- 
placing the normal ones. A patient in whom he 
extracted a cataract (as in another case reported in 
the literature) had hallucinations in a blind area 
which Bartlett attributed to abnormal sensory 
stimuli from the altered peripheral optic structures. 
He further refers to reports in the literature on 
phantom limb which support his thesis. Amputees 
with phantom limbs will often lose the perception 
of the hallucinated limb while the nerve endings 


in the operated stump are being tapped. It is Bart- 
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lett’s contention that the transmission of normal 
sensory stimuli from the periphery is necessary for 
accurate central (perceptual) interpretation. In pa- 
tients with blind and anesthetic areas there are 
usually no hallucinations. Only when 
structures create abnormal sensory stimuli, such as 
optic scars or amputation neuromas, is there ab- 
normal perception. The normal sensory stimuli 
from tapping the neuroma replace the abnormal 
stimuli and the hallucinated limb disappears. Hebb 
and his group also support the role of varied sen- 
sory input for normal mentation. Is it possible that 
in the isolation experiments there is loss in the 
normal variability of stimuli (or some other altera- 
tion), so that realistic interpretations are no longer 
made—that the “corrective” influence of normal 
stimuli is absent under these conditions? This 
hypothesis warrants further analysis and testing. 
Even though the exact mechanisms of isolation 
stress are not known, measurability of that stress 
would be of great clinical value. Such knowledge 
would perhaps enable one to differentiate those 
patients who break under isolation stress from 
those who do not; to differentiate when isolation 
in any illness, or a certain special illness, plays a 
significant etiological role. With this end in mind, 
my current research includes the measuring of 
plasma 17-hydroxycorticosterone (compound F) and 
catecholamines before, during, and after the height 
of the stress. If the stress can be measured, solution 
of both experimental and clinical problems of iso- 
lation should make much more rapid progress. 


Conclusions 


Paranoid states in persons subjected to solitary 
confinement, in the hard of hearing, and in lan- 
guage-deprived refugees are clinical reference to 
the harmful effects of isolation, known to psy- 
chiatrists for a long time. The history of the 
psychotic complications of cataract surgery reveals 
the great similarity, both as to origin and as to 
type, between these mental disturbances and those 
noted in recent experimental “sensory deprivation.” 
Other medical and surgical illnesses should be re- 
viewed for possible harmful effects of isolation, 
particularly among the aged. 

Improvements in medical care and prophylactic 
measures based on avoidance of isolation stress can 
be recommended even now. The isolation stress 
may be due to interference with mediation of 
sensory functions via the ascending reticular system. 
The evidence is still inconclusive. Electroencepha- 
lographic studies are under way to investigate this 
point. Measurement of isolation stress would pro- 
mote objectivity in the clinical and ex 
studies. Perhaps the determination of the level of 
plasma 17-hydroxycorticosteroids and the catecho- 
lamines will serve this purpose. 

2007 Wilshire Blvd. (57). 


1 
Vv. 
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DESIRABLE ATHLETICS FOR CHILDREN 
George Maksim, M.D., Washington, D. C. 


“What are desirable athletics for children?” This 
is a question that can be quite properly raised in 
this era of discussion pertaining to fitness of Ameri- 
can youth. Some of the leaders in discussions in this 
area would purport that their ideas of a suitable 
program of athletics will produce optimal fitness of 
youth. It would be well here to pause and consider 
what is meant by youth fitness and what part ath- 
letics should play in its promotion. 


Fitness for Living 


We are really seeking the total fitness not only of 
the young but of all individuals. This has always 
been a goal of members of the medical profession. 
It is particularly true among those of the profession 
who supervise the growth and development of in- 
fants and children. The term “fitness” has been 
variously defined, but essentially it should mean 
the total well-being of each individual during his 
formative years and in adult life. It does not mean 
simply the absence of illness or the existence of 
superior muscle strength or agility. 

An interest in fitness, however the term may be 
defined, is not new to American physicians. It has 
been of concern to members of the American Medi- 


program should enlist children not as spec- 
totors but as participants and should there- 
fore be adapted to the developmental level 
of the children. It should be diversified rather 
than one-sided and should not involve the 
physical risks of such sports as boxing and 
tackle football. It should be confined to the 


cal Association since its organization in 1847. Public 
health physicians also have had an avid interest in, 
and concern for, health protection and, therefore, 


A program of athletics for children should 
be such as to contribute to their total fitness, 
which embraces physical, mental, emotional, 
moral, social, and spiritual values. Such a 
local community, and the participation of 
children in national competition is to be 
deprecated. A program that is backed by 
@ group of informed and moture adults, is 
planned with the best interests of the chil- 
dren in mind, and gives opportunities to the 
slow learners and the handicapped deserves 
to be encouraged and helped by the physi- 
cians of the community. 
Read im the Symposium on Competitive Athletics in Children before ee 
the Joint Meeting of the Section on Pediatrics and the Section on Pre- 
ventive Medicine at the 107th Annual Meeting of the American Medical 
Association, San Francisco, June 26, 1958. 


the development of fitness ever since local gov 
ernments assumed any responsibility for public 
health. 

We Americans have always had an understand- 
able pride in our physical and moral strength. Gen- 
erations have gloried in the courage and hardihood 
of the early settlers, the endurance of the pioneers 
who broke the wilderness, the capacity of young 
men to survive in the wars, the ability of our people 
to adjust to the stresses of a complex civilization. 

The question now is, “Are we fit to cope with the 
tasks of our time?” Today, America finds itself in a 
complex world situation that is uncertain in the 
demands made on the physical, mental, moral, and 
spiritual resources of the people. It is a period when 
our nation must be strong. It is a time when all of 
us—physicians, teachers, and all citizens—have in- 
creased obligations and opportunities with respect 
to fitness for living. 

It would be well here to make some further com- 
ment about the definition of fitness. As I implied 
earlier, some think that fitness is related solely to 
measurement of strength and flexibility of certain 
muscles. The following story was presented on the 
radio some months ago: 

They say Africa is a continent of strange contrasts. And 
Mal Whitfield, America’s two-time Olympic 800-meter 
champ certainly agrees. He learned first hand on a recent 
State Department goodwill tour. Whitfield was supposed to 
show a group of natives something about physical training. 
Mal did a push-up and then asked his group to do likewise. 
One native after another tried but no one succeeded. Ex- 
asperated, Mal tried a different exercise. Just then one of the 
natives leaped over a fence and disappeared. Whitfield was 
bug-eyed. The fence was a shade over seven feet high. Then 
another native raced past him and into the forest. “Where's 
he going?” Whitfield inquired. “To catch an antelope,” was 
the answer. Mal shook his head and walked away muttering 
to himself, “And they couldn't do a push-up.” 

These, and many other illustrations might well 
pose the question, “Fitness for what?” 

We should always continue to think of the total 
fitness of the total child, and, may I repeat, a true 
concept of fitness embraces physical, mental, emo- 
tional, moral, social, and spiritual values. It includes 
every child, the handicapped and his rehabilitation, 
as well as those who are “whole.” 

Desirable athletics for children may make their 
contribution to the total fitness of the child, the 
youth, and the adult in several ways. Before we 
proceed to more detailed discussion | would like to 
clarify two points. First, we are discussing children 
12 years of age and under (those in the pre-teen-age 
group), and, second, nothing which is said here 
must be construed as indicating denial of competi- 
tion to the growing child. This cannot be done, 
since competition is an inherent characteristic of 
the growing individual. He competes with himself 
or others in his environment. Competition is part of 
our American way of life. 
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Characteristics of Sports Programs 


There are certain characteristics about athletic 
or sports programs for the age group to which we 
refer that should be kept in mind. In fact, certain 
features should be emphasized and reemphasized. 

Sex.—In the preadolescent group, both boys and 
girls should be considered equally. Girls in this early 
age should not be mere spectators but should be 
participants. Members of both sexes should have an 
introduction to athletics even at the pre-school-age 
level—in the home or the nursery school environ- 
ment. It is at this level that mastery of the coarser 
movements of the body should be attempted with- 
out any emphasis on winning or success. The effort 
should well be in the direction of improvement over 
past performance. 

Developmental Level.—All_ athletic activities 
should be geared to the developmental level of each 
child and not to his weight or chronological age. 
Children in this immature, growing, developing 
stage have varying rates of gradual, or more rapid, 
change from the clumsy, coarse, gross movements to 
the more refined, coordinated, and accurate move- 
ments of skill. Running, catching, throwing, and 
other physical activities in athletics, sports, and 
games are at first quite awkward and inaccurate, 
but in the years to come the child may develop into 
a gracefulness and achievement that could not be 
anticipated. 

Diversity of Opportunity.—All athletic and sports 
activities of the elementary school child should be 
so arranged that there is an opportunity to par- 
ticipate in many activities throughout the year, with- 


ability of each individual child. The amount of 
physical exercise outside of the program is often 
unpredictable. Undue concentration on any one 
sport at this age level has rarely developed a “star.” 
On the other hand, a program in which a diversity 
of opportunity is available has, on many occasions, 
demonstrated, as maturation occurred, latent ability 
in athletics that neither the parents nor other adults 
had suspected were present. 

Perhaps it would be well if more children in this 
age group could follow the philosophy expressed 
by ““Where Did You Go?’—‘Out.’ “What Did You 
Do?’—Nothing’ "—a recent popular book by Robert 
Paul Smith. Children in this age range should not 
be pressured into receiving adult acceptance by 
conforming to a rigid, highly organized, and highly 
competitive program in any of the sports. All sports 
programs should give all children an opportunity 
to participate, especially those with seemingly less 
natural aptitude. The natural athlete will emerge 
despite any programs. 


in and without the school program. These activities 
should range from ordinary calisthenics through 
the various sports programs in a well-regulated 
physical education department in the schools. These 
activities should be mandatory within the degree of 
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Any program in any for the younger child 
should be confined to local community. It is 
highly questionable whether state or national 
tournaments, or any large-scale exhibition programs, 
promote the maturation of a child into a youth with 
total fitness. The recent report by the School Health 
Committee of the American Academy of Pediatrics 
on the subject of competitive athletics recommends 
that contact sports, such as tackle football and box- 
ing, not be considered as desirable athletic activi- 
ties. The former has risks, and the latter also has 
risks and an undesirable philosophy. 

I would like to take opportunity at this time to 
commend the program of Long Beach, Calif. This, 
as reported, seems to eliminate the undesirable adult 

— of programs in various sports, particularly 

It has recently been reported that this year's 
Little League Baseball program has changed from 
a national to an international one, with many coun- 
tries participating. Certainly, we are all currently 
aware that there is a great need for more interna- 
tional relationships, but is this the level at which it 
should be attempted, with a small, select, minority 
group of early matured children competing? Again, 
all youngsters, not just the natural athletes, should 
have opportunities for participation. Furthermore, 
this participation should be for the benefit of the 
child and should not be used as an attempt to bind 
faltering family relationships. 


Program Planning and Supervision for Optimal 
Growth and Development 


All athletic programs in the prepubescent age 
range should be planned in the best interest of opti- 
mal growth and de hysical and emo- 
tional. They should be fun and part of the joy of 
living and serve as a wholesome outlet for the 
normal energy and exuberance of the young, as well 
as a constructive and beneficial learning experience. 
Overemphasis on any one activity may produce in 
the boy or girl a situation where the borderline be- 
tween healthy fatigue and harmful exhaustion is 
trespassed. The failure to win graciously or to lose 
stoically may be equally harmful in the emotional 
growth and development of a child. The picture of 
a boy crying after some athletic contest might be 
excused by some with the comments that “it did him 
some good to cry.” However, the first question that 
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comes to mind is “did he need to cry at all” over a 
childhood athletic contest which is only a stepping 
stone to other and more important contests? 

This optimal physical and emotional growth and 
development should be the primary concern of all 
adults—parents, physicians, teachers, and recreation 

in programs of desirable athletics for chil- 
dren 12 years of age and under. It is at this level that 
the first steps are taken toward a development of 
total fitness in youth to result in a happy, well- 
integrated adult. 


Conclusions 


Certain salient features for a program of desirable 
athletics for children may be enumerated. First, 
a desirable program is one which is enthusiastically 
accepted by the community, one which is worked 
out through the combined efforts of all concerned— 
the parents, teachers, recreation leaders, and the 
physicians in the community who can act as ad- 
visors. It should not include contact sports. 

Second, the health aspects should be clearly set 
forth. Every child should have, in addition to his 
annual physical examination, a complete medical 
examination before participating to any degree in a 
formalized program of athletics. An injured or ill 
child should have the approval of his physician be- 
fore rejoining the athletic program. 

Third, there should be an informed, emotionally 
stable group of adults behind every program of 
athletics. Parent-teacher associations and other civic 
leaders can exert an influence in this direction which 
will provide for the better utilization of existing fa- 
cilities, as well as provision for necessary facilities 
they do not exist. Gymnasiums should not be 

classrooms and _ laboratories— 


both. 

Fourth, all desirable physical education and 
athletic programs should be for all children and 
suited to their developmental levels, and they should 
make provision not only for the talented but for 
the slow learners and the handicapped. 

Finally, it is not only the physician's concern but 
his responsibility to exert his influence and assist in 
the development of programs of desirable athletics 
which will have as their primary interest the total 
well-being of the total child and the prevention of 
wey inadequacies when that child reaches 

ult life. 
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HE OLDEST LIFE INSURANCE COMPANY.—The first life insurance com- 
pany, “The Corporation for Relief of Poor and Distressed Presbyterian Minis- 
ters and of the Poor and Distressed Widows and Children of Presbyterian 
Ministers,” was established [in 1759] in Philadelphia by the Synod of the Presby- 
terian Church. This company, now Presbyterian Ministers’ Fund, is the oldest life 
insurance company in continued existence in the world.—Life Insurance Fact Book, 


Institute of Life Insurance, New York, 1957. 
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EDUCATIONAL ASPECTS OF ATHLETICS FOR CHILDREN 
Fred V. Hein, Ph.D., Chicago 


Few problems have been subject to as much mis- 
quotation, distortion, and misinterpretation as the 
issue of athletics for children and youth. So before 
getting to the basic problem it may be helpful to 
clear away a number of side issues that have fre- 
quently caused trouble in such discussions. 

Educators, like the medical profession, are divided 
on some of the issues involved. But there is a body 
of reference such as the views expressed by the 
Joint Committee on Health Problems in Education 
of the National Education Association and the 
American Medical Association. Pertinent recom- 
mendations, reflecting the combined views of edu- 
cators and physicians, are also available in the re- 
ports of the National Conferences on Physicians 
and Schools, sponsored by the American Medical 
Association. 

Such groups have strongly favored competitive 
sports for children and youth at suitable age peri- 
ods, of appropriate kinds and under proper super- 
vision. In fact, they suggest more competition in 
more sports, with more teams, and more individual 
activities for more children of both sexes. However, 
the word controlled should be emphasized. One 
may wish to control competition in terms of the ma- 
turity of the competitors, but this can in no way be 
interpreted as being against competition. A common 
misrepresentation is to label anyone who proposes 
athletic controls as being opposed to competitive 
sports. On the contrary, those who advocate such 
regulation do so in the best interests of athletics. 
It is only through proper regulation that sports can 
_—_ their optimum benefits for children and 
vouth. 

Not every aspect of education can be predicated 
on objective evidence. Experience must have its 
due and there is still a place for reason, logic, and 
interpolation in human affairs. In developing our 
programs of sports for children and youth, we 
should certainly utilize every bit of objective evi- 
dence that is available to us. But in the absence 
of such evidence and for problems that do not lend 
themselves to objective research, we must rely on 


reason and common sense. 
Definitions 
One of our problems in discussing what is desir- 
able in a sports program for children and youth is 
definition of terms. For purposes of this discussion, 
we are concerned primarily with children of upper 


From the Bureau of Health American Medical Association. 
Read in the Symposium on Competitive Athletics in Children before 
the Joint Meeting of the Section on Pediatrics and the Section on Pre- 
ventive Medicine at the 107th Annual Meeting of the American Medical 
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A program of athletics is important in the 
education of young children, and competi- 
tion is a vital port of the experience. But 
competition is excessive if it results in emo- 
tional stress beyond the capacities of a child, 
entails undue risk of permanent physical 
deformity, or diverts so much of the school’s 
equipment, attention, and time to a few 
physically gifted children as to deprive many 
others of opportunity for participation. The 
ideal athletic program provides opportunities 
for all boys and girls; it should be diversified 
and graded. It should be planned in a way 
that will not permit exploitation of children 
by adults for selfish or commercial reasons, 
and the motivations provided by occasional 
interscholastic events should be used to bring 
the benefits of active sports participation to 
the greatest possible number of children. 


elementary and lower junior high school age. As a 
general rule these youngsters will be under 13 years 
of age and in grades below the ninth. Athletics and 
sports are used synonymously to include individual, 
organized and team games, and also tum- 
bling, rhythms, and conditioning activities. Compe- 
tition is used broadly to cover competition against 
one’s own past record, against other individuals, and 
as a member of a team against another group. 
The terms “high-pressure program” and varsity- 
type program are used to indicate an athletic pro- 
gram for young children which simulates that of the 
colleges or professional sports. These terms refer 
to programs for young children which include 
championship schedules, long-distance travel, all- 
star teams, tournaments, bow! games, and the like. 
They also refer to any type of athletic program 
which is developed in terms of adult satisfaction 
rather than the needs of children and youth. 


Competition and Cooperation 

This brings us to the matter of cooperation in re- 
lation to competition. We need to look carefully at 
these two terms. They are not, as some people 
would have it, in conflict with each other. Competi- 
tion is a part of our way of life, a valued American 
heritage. To it we attribute much of our progress 
in science and industry, our superior standard of 
living. Cooperation also is an essential factor in 
human affairs. Many of our endeavors depend for 


1434 
| 
Vv. 


Vol. 168, No. 11 


their success on the quality of cooperation achieved. 
A happy mixture of the two, competition and coop- 
eration, makes for effective living in a democracy. 

The ability to compete ethically and to cooperate 
effectively must be learned; no one is born with 
these skills. Athletics furnish one medium for such 
learnings—both competitive and cooperative. The 
plaver must do his part as an individual competitor 
but must also cooperate with other members of the 
team. Athletics then require a mingling of competi- 
tive and cooperative effort analogous to real life. 
Because they are so absorbing to youth they have 
their own self-contained motivation. This makes 
properly developed athletics particularly potent as a 
means of education for both competition and co- 
operation. 

Our discussion here is confined to the former 
but not with the question of competition versus no 
competition. Competing is an inherent part of liv- 
ing and learning. To even suggest its elimination is 
ridiculous. So our problem is to decide on the de- 
sirable intensity of competition for the younger age 
group and to outline the kind of athletic program 
that will permit us to maintain this desirable in- 
tensity. In attempting to do this we must look at 
both health and education factors. Educators right- 
ly turn to physicians and physiologists for guidance 
relating to the health aspects of athletics. But quer- 
ies concerning the effects of varsity-type athletic 
competition on young children bring varied an- 
swers: 

Rowe ' and Fait* conclude from studies that 
young participants in interscholastic sports do not 
grow as well as those having a well-organized phys- 
ical education program. McCraw reporting the 
results of another study indicates that those taking 
part in interscholastic sports show a greater rate of 
growth and physical development. 

Lowman ‘ surveyed his orthopedic colleagues and 
found the great majority opposed to “varsity-type” 
interscholastic competition below the ninth grade. 
Fait * a few years later, with the question worded 
somewhat differently, reported that a majority of 
orthopedists responding made the opposite kind of 
response. 

Promoters of midget football leagues point to 
their records of relatively few apparent injuries as 
proof that the sport is as safe for youngsters as for 
their older brethren. But studies of injuries at the 
high school level > show that the younger and green- 
er a youth the more likely he is to injury. That all 
serious injuries are not apparent was demonstrated 
when x-ray studies of so-called insignificant injuries 
revealed 14 fractures.” 

Similarly, it has been indicated that susceptibility 
to epiphysial injury in the young athlete is not suf- 
ficient to contraindicate high pressure competition 
in contact sports.” However, Hibberts’ analysis of 
football injuries ° shows that one out of five partici- 
pants will sustain an injury. Of these injuries one 
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out of five will be a fractured bone. Other reports ” 
suggest that in fractures of the growth areas of long 
hones in youngsters about one out of eight will give 
trouble with possible deformity in spite of the best 
of medical care. It has also been pointed out that 
the hazards in this connection are greatest in con- 
tact sports such as football. 

Another facet of the injury problem is related to 
what Lowman‘ labels “wear and tear” on the im- 
mature organism. He suggests that acute trauma 
may be less important than continuing minute trau- 
ma to the growing skeleton. Early arthritic changes, 
low back and sciatic symptoms, and other similar 
problems, he feels, can frequently be attributed to 
the cumulative effects of such minute trauma. The 
counter argument is, however, that those youngsters 
able to make the high-powered teams are more ma- 
ture physiologically than their fellows" and con- 
sequently can stand up under the stresses of sports 
without such harm. And so the controversy con- 
tinues. 

“But what about the effects on emotional health?” 
the educator asks. There have been attempts to get 
at this experimentally: In one study employing a 
galvanometer-type instrument,” reactions of boys to 
their ordinary physical education activities were 
found to be as pronounced as those evidenced in 
connection with varsity-tvpe contests. On the other 
hand, in another study comparing simulated pressure 
situations in sports with those in which pressure 
factors were not introduced '" reactions of partici- 
pants differed markedly. As high as 30% experi- 
enced nausea in the pressure situation while only 
one boy was so affected among all the participants 
under nonpressure conditions. 

In a survey of parental opinion about sleep and 
sports a large majority of parents said that the par- 
ticipation of their youngsters in varsity-type games 
did not interfere with sleep.” On the other hand, 
Giddings '' in sleep studies using standard levels 
of motility, as a measure of soundness of sleep, 
found that, in young players, highly competitive 
sports measurably interfered with the depth and 
nature of sleep. 

Certain objective evidence probably relating to 
emotions and injuries is indirectly available. Ath- 
letic injury statistics show four or five times as 
many serious injuries in games as in practice peri- 
ods *—this in spite of the fact that the time spent in 
practice ordinarily averages a great deal longer. 
The higher proportion of injuries in the highly or- 
ganized situation can probably be traced to accom- 
panying tensions and pressures. Therefore, the im- 
plication is that the high pressure conditions will 
create a far greater injury hazard. But those who 
do not agree say that these statistics are from 
studies of older age groups—high school and col- 
lege. “How do you know they will apply for the 
younger, more plastic children?” they ask. 
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Also, on the emotional side psychiatrists and psy- 
chologists have been polled as to their feeling about 
the effect of high pressure sports on young children. 
There was general agreement that high pressure 
elements are detrimental at this age level.'* But 
they point out that such elements are not part of 
the athletics themselves but of the conditions sur- 
rounding them. These, the mental health experts 
say, should be eliminated or controlled. This is 
easier said than done, however, and they offer no 
specific formula for such control. 

There is no lack of agreement among physicians 
or among educators concerning the mo for medi- 
cal controls in sports for youngsters. Everyone rec- 
ognizes the need for a medical examination prior to 
the season of participation, for a physician being 
in attendance at contests in strenuous or body- 
contact sports, for medical determination of ability 
to return to play following an injury, and other such 
controls. It is only on the question of the desirable 
intensity of the competition that disagreement ex- 
ists. 


Educational Considerations 


Where does this lack of agreement on the effects, 
physical and emotional, of high pressure programs 
leave us? It implies that the decision as to the in- 
tensity of athletics for children must be predicated 
largely on educational considerations. Let us exam- 
ine some of these factors that need to be evaluated: 

Growth Factors.—Child growth and development 
specialists point out that the chief business of the 
growing child is to grow. Growth is a highly de- 
manding energy-consuming process with which 
nothing must be allowed to interfere.'* Rational 
activity will assist growth, but unreasonable stress, 
emotional or physical, can have the opposite effect. 
The child may be pushed into a fatigue cycle '*— 
fatigue, impaired nutrition, impaired general health, 
decreased ability to rest, greater fatigue—again 
around the cvcle. 

Learning and Emotions.—Psychiatrists and psy- 
chologists agree that growth toward mental-emo- 
tional maturity and stability must be a gradual 
process. We do not teach children to swim emotion- 
ally by throwing them into an emotional stream be- 
yond their depth.'* On the other hand, we do not 
help them to learn how to handle their emotions by 
removing the problems and situations that generate 
emotions. For the growing child, the emotional 
hurdles must be neither too high nor too low; they 
must be consistent with mental-emotional maturity. 
It is the eventual task of educational leadership 
to evolve a graduated curriculum for emotional 
growth based on such principles. 

Education in Values.—Football fever or hoop hys- 
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people these are transient things, held somewhat 
apart from the workaday world. When they become 
one’s only world, trouble is ahead. In today’s society 
it is easy for the athlete to feel that sports make the 
world go around, or at least make education go 
around. This is a snare and delusion except for a 
relative handful who will earn their living as pro- 
fessional athletes. For the rest such a false set of 
values is completely unrealistic. It is the task of 
education to develop its athletic programs so as to 
~~ sports in their proper perspective in total 
iving. 

Motivation of Sponsors.—Adult volunteers who 
give their services unselfishly to children deserve 
our highest commendation. The great majority who 
urge or promote high-powered sports for children 
are honest in their convictions. They feel strongly 
that such promotions are good for boys and girls. 
The same can be said for a great many parents. But 
child psychiatrists suggest that the motives of such 
parents and volunteers be examined and reexam- 
ined to be certain they are what they seem,'* and 
that they stay that way. Do the inner motives jibe 
with those that show on the surface? Is there a desire 
to relive athletic successes in the child? Or con- 
versely is there a wish to make up for youthful 
athletic frustrations? Does the role of coach or 
manager have an inordinate appeal in relation to 
the concern for children? These are only a few of 
the questions that need to be asked. 

Social Learnings.—We claim certain social values 
for athletics; educators would be the last to deny 
these. Sports, properly guided, can help to build 
qualities like loyalty, courage, and over-all good 
nship. They can contribute to the develop- 
ment of leadership ability. They can teach the im- 
portance of both individual effort and team play. But 
all of these values and some others can be realized 
for children right in their own schools and communi- 
ties without high-powered tournaments, bowl games, 
and the like. To claim any special social values for 
an athletic trip across the state or nation is simply 
not facing facts. These same values could be gained 
from a band tournament, outing activities, an edu- 
cational excursion, or simply a trip with family or 


Educational Exploration.—Most of us would prob- 
ably agree that interests are founded largely on 
experience. Children learn to know and enjoy a 
variety of sports only by participation in them. If 
they are to develop broad interests there should be 
opportunity for wide athletic exploration during 
the upper elementary and early junior high school 
years. By introducing high pressure, varsity-type 
programs at this most impressionable age, we tend 
to crowd out other activities, and encourage early 
specialization. Thus we deprive children of many 
other sports experiences as well as the opportunity 
for participation in a variety of other developmental 
activities. Also, by centering attention on the so- 


friends. 
teria need not be serious diseases. Within reason- 
able limits they are probably good for school, 
community, and even national morale. Certainly 
they are a part of today’s culture. But for most 


Vol. 168, No. 11 


called major sports, to the exclusion of others, we 
sow the seeds for “spectatoritis” in later life. Few 
people participate in the major sports past age 25. 
And few people who have not learned to enjoy the 
minor sports in childhood will be converted to the 
active life in adulthood. 

Learning Skills.—Experience indicates that chil- 
dren can learn sports skills much earlier than has 
commonly been thought. Interestingly enough, how- 
ever, the earlier they are learned the sooner interest 
seems to drop off in the average individual. With 
the exception of the star performer, there seems to 
be a fairly constant interest-span for participation 
in a given sport. Educationally, then, the problem 
becomes one of determining when children are 
ready for best learning in a given activity and over 
what period the experiences provided will be of 
greatest value to them. 

No one should or could justify a sports program 
for young children designed solely as a “farm- 
system” for high school and college teams. But 
there is nothing wrong with the concomitant devel- 
opment of good performers through a program de- 
signed for children as they are. Harry Combes, 
coach of the University of Illinois basketball team, 
writing with Clyde Knapp " contends that an ex- 
tensive program for all is better training for over-all 
future athletic success than intensive competition 
for a few. The early maturers who receive all the 
attention in the intensive program may not be the 
best prospects in high school and college years. 
Meanwhile those who mature later and might end 
up as superior performers lose interest because of 
lack of opportunity. 

Physical Unfitness.—In many areas of education, 
the gifted child has been neglected. But in physical 
education including athletics this is certainly not the 
case. The physically gifted child has usually had 
the cream of facilities, equipment, and time and 
attention from personnel. Frequently, this has 
meant that there has been little or no sports pro- 
gram for other children. At the elementary school 
level, as a general rule, facilities and personnel are 
too limited to support both programs. With our 
crowded schools these conditions are not likely to 
improve in the near future. Thus, those who are 
mostly physically fit are likely to receive the major 
share of attention. Such a program can help to per- 
petuate physical unfitness among the many children 

so deprived of opportunity for participation. 

What Kind of Program? 


Athletic competition needs to be as carefully 
graded as other parts of the school program. In the 
early school years ( grades 1-3), young children find 
enough and suitable competition in informal play 
and their class activities in physical education. As 
the child grows older (grades 4-6) a desire for fur- 
ther competitive activity shows itself. Boys and girls 
begin to enter the team game stage and as time 
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goes on will turn more and more to this type of 
play. An athletic program which includes only a 
few children of only one sex cannot satisfy this 
need. What type of program should we recom- 
mend? '* 

First, a broad program of class instruction in 
physical education for all boys and girls is needed. 
Opportunities to learn skills in a wide variety of 
games and other activities should be emphasized. 
This requires definite teaching and not merely the 
throwing out of balls for unsupervised play. 

Second, a varied program of informal play oppor- 
tunities and intramural sports should be offered for 
boys and girls in the upper elementary and early 
junior high school years. In such activities competi- 
tion is confined to games and contests between 
teams within an individual school. 

Third, occasional invitational games, sports days, 
and play days involving two or more schools may 
be arranged. Such activities are limited to neighbor- 
ing schools or to a small geographical area. The 
emphasis is on informality without high pressure 
elements such as championships, tournaments, all- 
star contests, and the like. 

A three-point program like the above makes the 
best possible distribution of available funds and 
facilities among all children. It provides satisfying 
activities for girls as well as boys, for the child with 
average skills, for the physically gifted, and even 
for youngsters with handicaps. Such a program 
spreads the benefits which competitive sports hold 
for children to all those who wish to take part. It 
permits the curriculum in competition to grow and 
child. 


Problem Practices 


Immature boys and girls are not little men and 
women; they need a program specifically tailored 
to their needs. Yet bow] games, all star events, and 
other activities that tend to force patterns of sports 
designed for college and professional athletes down 
into the elementary schools are being pushed in 
some places. This has led a variety of professional 
groups interested in the health and welfare of young 
children to recommend against the following types 
of procedures and programs: (1) tournaments, fre- 
quent contests, long seasons, bowl games, or other 
procedures that may cause undue pressure or make 
excessive demands on young boys and girls; (2) 
games and contests played at night or other times 
outside usual school or recreational hours; (3) travel 
beyond the immediate neighborhood or in the case 
of smaller rural schools to nearby communities; 
(4) “grooming” of players for high school teams or 
attempts to make elementary school sports a “farm 
system” rather than a program for the children 
themselves; (5) commercial promotions which un- 
der various guises seek to exploit youth for selfish 


purposes; (6) programs which usurp a dispropor- 
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tionate amount of facilities, funds, and staff time 
for a selected few rather than for all children; and 
(7) overemphasis through tournaments, bowl 
games, “all-star” teams, and other emulations of 
adult athletics. 


Summary 


Under good leadership athletics can help to teach 
moral and spiritual values—to mold character. They 
can provide w recreation, for both the 
present and the future. They can help to build or- 
ganic vigor and improve strength, agility, and en- 
durance. But these values are not an automatic 
outcome of athletics. They will not accrue unless 
the sports program is developed with consideration 
for the physical, mental-emotional, social, and 
educational principles involved. They cannot be 
achieved if the sports program includes only a few 
children and a limited number of activities. 

This calls for a reemphasis rather than a de- 
emphasis of athletics. It demands an athletic pro- 
gram that is available to each child attending school 
so that no boy or girl is denied an opportunity to 
gain the values of sports participation. Second, it 
requires medical supervision to make certain that 
the program will be conducive to the health and 
safety of each child who participates. Third, it ne- 
cessitates planned interpretation of that program to 
the community—to build public understanding of 
the real purposes and values of athletics in edu- 
cation. 

535 N. Dearborn St. (10). 
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PACE FLIGHT.—Scientists and engineers backed by the U. §. Government are 
headed for outer space. The cost of this campaign will be as astronomical as its 
objective, but the men who lead it consider its success a national necessity. 

They point out that the earth’s atmosphere is an insignificant film, thinner in 
proportion than the skin of an apple, and that military technology is about to outgrow 
it, as it outgrew the earth's surface two world wars ago, Navigation of the air film 
is no longer enough. No nation will be safe unless it can also navigate the vacuum 
that hangs overhead. The new status of space flight, formerly made suspect by 
visionaries and fiction writers, was not defined in public until we recently held our 
Astronautics Symposium at San Diego. Planned as a small “confab” of space-minded 
missile men, this conference ballooned into a crammed mass meeting of engineers 
and scientists representing airplane, electronic, and instrument companies, as well as 
universities and al] three armed services. ‘A few years ago most of these hardheaded 
men would not have attended a space-flight meeting except incognito. Now we are 
eager.—Capt. W. M. Snowden, M. C., U. S. N., Newer Concepts in Aviation Medicine, 
A. M. A. Archives of Industrial Health, September, 1958. 
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COMPETITIVE ATHLETICS FOR CHILDREN 
Jean Hoxie, Hamtramck, Mich. 


We all agree that the three things a growing child 
needs most are food, sleep, and exercise. Parents 
stress the first two and overlook the last. Allowing 
the matter of exercise to take its own course is not 
too bad, since the child’s interest to use his body is 
so strong. But a young one does need guidance in 
the amount and kind of exercise he takes and a 
constant check on his inclination to overtax him- 
self. 

The “Golden Rule” 


We will assume that every competent, successful 
coach is familiar with and able to impart the basic 
fundamentals of his or her effort, so let us pass on 
to some of the things common to all sports. One of 
the things 1, myself, consider more important than 
whether Johnnie can break 70 in golf, win tennis 
matches 6-0, or even be a star in touch football or 
track, is sportsmanship. Sportsmanship is, after all, 
only an application of the “golden rule.” 

One of our authorities on child development said, 
“All young children are poor sports; an average 
child takes about 15 years to develop to the point 
where he can conform to adult standards of good 
sportsmanship. When children are poor sports they 
do not have warped personalities; they are not po- 
tential criminals; they are just downright spoiled; 
they are children behaving like children.” 

A child who is a poor sport can hardly grow up 
to be a good citizen. Let's face it: good sportsman- 
ship begins at home. If mother pouts at the bridge 
table or father burns after a missed putt, children 
think it is accepted behavior. 

Children, whether players or spectators, also take 
their cues from their coaches. An undignified, ill- 
tempered coach who curses, boos, jumps up and 
down, protestingly storms out onto the floor, or 
throws up his hands after losing a game or point 
is hardly setting an admirable example. A wiser 
coach or parent recognizes achievement and ap- 
plauds good play of both teams. 

Give your children time to develop. When they 
make a mistake, talk it over with them. Encourage 
them to play with their contemporaries. Children 
learn sportsmanship from playing with other chil- 
dren. You will be surprised just how much they 
learn and how fast. It is better when they are all 
about the same age and size; then, no one child 
can dominate the others. Everyone faces the fact 
of winning and losing, 


A 
the Joint Meeting of the Pediatrics the Section on Pre- 
Medicine at the 107th Annual Meeting of the American Medical 
Association, San Francisco, June 26, 1958. 


Competition in athletics for children can 
serve as a positive force if every child learns 
to take losses as well as victories. Competi- 


Success and Failure 


Another thing we must consider is failure. Don't 
be too quick to decide that some child has failed 
to learn some particular physical skill. Give him 
plenty of time and some extra coaching on the side. 
Never ridicule his awkward carly efforts. Usually 
failure to master some desirable skill, such as being 
able to catch a ball, hit a drive, or make a short 
putt, is caused by a lack of opportunity to practice 
or by self-consciousness. 

Too much striving? Don't let the child push him- 
self past his own capabilities. Keep him competing 
with those of his own age level. Do not let the child 
become overtired. This fatigue could be caused by 
inadequate food, lack of sleep, overexercise, emo- 
tional frustration, or all four — 

We cannot have a | sports program 
without competition—but mar wend not the kind of 
competition we have on the intercollegiate pattern 
of men’s sports, with its ballyhoo, its insane and in- 
ane worship of star performers, its attention to the 
skilled and neglect of the unskilled, and its sporting 
followers who demand victory at all costs. 

The prime objective for any person, child or 
adult, is mastery of the game within the limits of his 
capabilities. In addition, the tremendous sense of 
achievement that comes from doing something well 
may be an aid to successful personality develop- 
ment in the child. The habits of diligence and per- 
severance necessary to achieve mastery and also to 
retain mastery of a sport should serve the child 
both in the athletic situation and also in other sit- 
uations which the child might meet. 

Competition, if not viewed as the prime goal but 
rather as an additional goal, may serve in a positive 
manner. It is not desirable to let the child stay in 
an “ivory tower,” where his supremacy is never 
threatened. On the other hand, great care must be 
exercised that the child is not put in a situation 
where defeat is inevitable and to which he can re- 
act only with despair and withdrawal. Where a 
child has a reasonable chance for victory and when 


1439 
tion among children should not follow the 
intercollegiate pattern of worshiping the star 
performer and neglecting the unskilled. It 
should, instead, be kept within such bounds 
as to promote both the growth of the child's 
body and the development of o personality. 
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he is aware that mastery of the game is his prime In the last analysis, it is the coach who senses his 
goal, competitive athletics then serve as a positive pupil's needs and limits, who is able to make com- 
force, for every child must learn to take losses as petitive athletics a positive force for growth and 


well as victories. personality development in his students. 


IMPLICATIONS OF LONGITUDINAL RESEARCH IN FITNESS PROGRAMS 
Robert W. McCammon, M.D. 
and 


Alan W. Sexton, Ph.D., Denver 


The desire of each generation of parents to have 
its children grow up to be the sort of superb physi- 
cal specimens that the parents would themselves 
like to have been is as old as civilization. The means 
most frequently chosen to attain this end has been 
some form of athletic participation. The selection of 
this means seems to rest equally on our concept that 
the athlete personifies physical vigor and on the 
practical consideration that it is easier to gain the 
cooperation of children in games and sports than in 
other forms of activity. 

War has always been the most potent stimulus 
toward seeking greater fitness in the population, 
though the industrial revolution, with its example of 
physical degradation incident to urbanization and 
coupled with long working hours under miserable 
conditions, also served to intensify the cries for a 
“sound mind in a sound body,” across the European 
world. Between periods of crisis such as these, the 
distaste with which the usual parent approaching 
middle age views his diminishing physical equip- 
ment suffices to make him vow that his children will 
never come to this but will develop all the physical 
attributes the parent either never had or will never 
have again. 

In our day, with the span of useful adult years 
increasing rapidly, the descriptions of the decaying 
state of our youths’ fitness are not in any real sense 
different from the descriptions voiced during the 
reign of England's first Queen Elizabeth. Again, it is 
children at whom the programs are primarily aimed, 
with at least 10 admonitions to slow down activities 
and avoid physical stress after the age of 30 for 
each lonely voice raised to advocate two-mile runs 
before breakfast daily for those of 50, bicycling to 
the office at the age of 60, or parachuting into rivers 
for octogenarians. Still, there have always been 
critics of those who stress conditioning of children. 


the Child Council, University of Colesado Scheel of 


ing may vary remarkably, dependent on the 
standard of 


Aristotle said in his “Politics,” “Of those states which 
in our own day seem to take the greatest care of 
children, some aim at producing in them an athletic 
habit, but they only injure their forms and stunt 
their growth. . . . The evil of excessive training in 
early years is strikingly proved by the example of 
Olympic victors; for not more than two or three of 
them have gained a prize both as boys and as men; 
their early training and severe exercises exhausted 
their constitutions. When boyhood is over, three 
years should be spent in other studies; the period 
of life which follows may then be devoted to hard 
exercise and strict diet.” 

It is not our purpose to join forces on either side 
of this argument. We simply wish to present data 
on various forms of fitness testing which we feel are 
adequate to support the statements that fitness at 
best is a vague concept which can only be defined 
in terms of the for which the individual 
fail to reflect or predict fitness as briefly as six 


Fitness at best is a vague concept which 
can only be defined in terms of the purpose 
for which the individual desires to be fit. 
Fitness at a given moment may fail to re- 
flect or predict fitness as briefly as six months 
from the testing. Fitness at the time of test- 
to conditioning programs, such as athletic 
participation, is a highly individual thing 
rather than a group or age phenomenon. 
Children and young adults who show no 
frank disease are generally and similarly 
fit. The expectation is unrealistic that any 
conditioning program applied to a generol 
population of any age level will produce 
uniform response. 
Medicine. 
Read in the Symposium on Competitive Athletics in Children before 
the Joint Meeting of the Section on Pediatrics and the Section on Pre- 
ventive Medicine at the 107th Annual Meeting of the American Medical 
Association, San Francisco, June 26, 1958. 
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months from the testing, and that fitness at the time 
of testing may vary remarkably dependent on the 
standard of measurement employed. 

Methods of Study at Child Research Council 


The Child Research Council has been engaged for 
the past 28 years in a form of investigation involv- 
ing repeated examinations of the same group of 
individuals at intervals during their entire life 
spans. The childhood period is interesting and im- 
portant, but it seems reasonable to suppose that 
much of its interest and importance is derived from 
its impact on the events to come in the much longer 
span of maturity and senility. We feel that one of 
the major deficiencies in our knowledge of human 
biology is the lack 


cational, athletic, or other opportunities is largely 
the result of individual choice rather than environ- 
mental pressures. 

The presentation of data representing the per- 
formance of single individuals, where only a very 
few can be crowded in to the space available, is 
always subject to the danger of selection on the 
basis of proving a point with a series of three or 
four cases. We were somewhat protected in this 
instance because of the orientation of this discus- 
sion. In accordance with that orientation, we di- 
vided our children into three groups: (a) those who 
have participated in team sports where they have 
been subjected to organized programs designed to 
increase their physical fitness with an eye to com- 


tions on man which 
would not only per- 
mit us to know = 


of serial investiga- as 


what happens 
throughout — child- 
hood but also give 
us an opportunity 
to trace the influ- 
ences of these 
childhood — events 
insofar as possible 
in the mature per- 
son. With regard to 
the present discus- 
sion, for example, 
we hope to be able 
to say in the years 
to come whether, 


as anadult, the 


and longer or 
shorter lived than 
his contemporary 
whose measurable 
fitness was less outstanding in his growing years and 
whose participation in athletics consisted of owner- 
ship of season tickets to all the athletic events. To 
this end we have been administering bicycle ergom- 
eter tests to our subjects for the past 18 years, and 
we have added other forms of testing within the 
limits of our situation as the tests became available 
and attained acceptance. The ones in charge of this 
discussion very kindly granted us permission to pre- 
sent data for the entire span of years we have cov- 
ered in this program rather than limiting us to the 
age of 12 years. 

The study series of the Child Research Council is 
composed of children born in middle and upper 
middle class Caucasian families in Denver. Because 
of this selection, any limitation of nutritional, edu- 


(line of circles). 


AGE IN YEARS 


Fig. 1.—Physical fitness values for team athletes (solid line), individual athlete (striped line), and 


peting with other teams; (b) those who have been 
more individual in their activities and whose condi- 
tioning depends practically entirely on their own 
initiative and energy; and (c) those who have never 
wilfully participated in athletics and have taken 
part in compulsory physical education in school 
only under protest. From these we then selected the 
three individuals in each category for whom we had 
the longest and most nearly complete follow-up 
records. The grouping of individuals in the figures 
was done with deliberate bias, which will be ex- 
plained separately for each figure. 

The material presented in the figures represents 
the results of four tests performed periodically on the 
subjects of the Child Research Council. The central 


line graph gives the range of scores by sex for the 


Se FITNESS PROGRAMS—McCAMMON AND SEXTON 1441 
140 
130 
20 ° ° 
° © ° 
° ° © 
z 
~—100 ° 
> 
« 
7 90 ie 
° ° 
letic and apparent- | 
lv fit before and | 
during adolescence ; | 
is more or less fit i4 i€ i 20 +22-X 


1442 FITNESS PROGRAMS-—McCAMMON AND SEXTON 


pulse recovery index, as calculated by the formula of 
the Harvard Fatigue Laboratory, after four minutes 
of exercise on the bicycle ergometer with the friction 
load adjusted in such fashion that the subject does 

» 5% of the same amount of work that he would have 
done on a standard step test. The circles above and 
below the central lines represent the maximum and 
minimum scores recorded for each age. The things 
which have interested us about these data are the rel- 
atively narrow range of distribution for the middle 
50% of the group, the marked skewing of the data up- 
ward as compared with the minimal spread below 
the 25%, and the flat nature of the curve. Apparently, 
whatever the faults of this measurement, it does suc- 
cessfully eliminate differences due to increases in 
musculature and maturity. 


J.A.M.A., Nov. 15, 1958 


claims for it except to say that it seems to fit no 
better and no worse with our general appraisal of 
the subjects than the other tests used. The dotted 
line simply indicates the middle of the range we 
encounter in our subjects to give some idea of the 
situation of these children compared with the total 
group in the absence of enough data to make stand- 
ards meaningful. 

The small arrows indicate the age of maximum 
growth in height during adolescence for each of the 
children presented, both to give an idea of the de- 
velopmental status of the subjects at any given point 
on the age scale and to illustrate how smoothly 
Aristotle avoided a difficult problem when he dis- 
posed of the whole subject of variation in the age 
of physical maturation by saving simply “when boy- 


ences represented 
here are, with the 
earliest peak of ad- 


olescent growth at 
12 vears and six 
© months and the lat- 

ad est peak at 15 vears 
and nine months, 
© they do not repre- 
sent the extremes 
found even in our 


RECOVERY INDEX 


relatively small 
group of less than 
100 boys. The me- 
dian age for maxi- 
mum adolescent 
wn growth in boys for 
our series is 14 


years, which sug- 
gests that consider- 
ing childhood as 


AGE IN YEARS 


terminated after 
the age of 12 is not 


2.— of arbitrary but 
Fig. Seeing scores in three categories of activity for team pred 
The upper bar graphs give the grip strengths of Comparative Results 


the children represented. We have insufficient data 
at this time to establish meaningful standards for our 
group, but at least this permits us to compare one 
measure of muscle strength within these children. 
The lower bar graphs represent a rather complex 
respiratory ratio, derived by dividing the maximum 
breathing capacity per square meter per minute by 
the vital capacity per square meter. It should be 
pointed out that this permits a child to show a high 
score either by having a relatively high maximum 
breathing capacity or by having a relatively low 
vital capacity. We have used this ratio in an at- 
tempt to express respiratory efficiency within the 
individual. It has the characteristic of dropping 
rather remarkably in a child who adds fat to the 
point of frank obesity. At this time we make no 


The three children grouped in figure 1 were 
together to show that, with proper selection, 

it is possible to fit all or most of the common con- 
cepts regarding the superior scores of the condi- 
tioned athlete no matter what type of measurement 
is used. The boy represented by the solid black 
lines was active in many sports, both as a member 
of his school teams and in the various “little 
leagues.” He represents the maximum recovery in- 
dex at more ages than any other child on the series. 
It is also true that he shows another facet of ex- 
pected response, in that he st being active in 
any athletics except skiing he finished his 
freshman year in college and since then has shown 
an abrupt drop in his score. The boy represented by 
the Gana striped lines is the individual athlete, 


| Is | 
treme as the differ- 
te 
| 
130) 
° 
12C 
‘ 
© 
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study series. There is much less differentiation be- 
tween the recovery scores of the individual athlete 
and the nonathlete than we saw in the first group 
of three. At one point, the nonathlete became ath- 
letic. Because of his late adolescence he was still 
preadolescent when he entered high school, and he 
was so anxious to demonstrate his masculinity that 
he went out for and made the beginning football 
boys much more ad- 


the team athlete 


was just 
his, still has no 


ages to attain a 


very good score, but it should be recalled that this 


AGE IN YEARS 


, engaging in three categories of activity. 


largest s in our _t va ory 
interest in the available 


to him, never went out for an 01 team, and 

erred to spend his time energy fishing and 

ing, activities which he maintained through two 
years of military service and now continues as a 
civilian. After a slow start, his recovery index has 
shown a steady rise and is now in the upper half of 
the group. His muscle strength, as might be ex- 
pected from his large size, is well up in the group, 
though not superior to that of the nonathlete in any 
significant degree. As adults, the respiratory ratios 
of the three subjects are quite similar, which is in- 
teresting in view of their markedly different physi- 
cal builds and diverse past experiences in physical 
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being active in swimming, skiing, tennis, and moun- 
taineering. Although somewhat limited by going to 
college, he has still managed to remain active and 
his scores have remained fairly constant. The bov 
represented by the line of circles is one of the “con- 
tentedly unfit,” who has successfully avoided par- 
ticipation in athletics and other physical activity. 
The fact that he had moderate asthma throughout 
childhood, which cleared when he was about 15 
years old, may have accounted for some of his dis- vanced in maturation than he was. The score at 
taste for physical activity, but since he has been 15 years and six months was obtained shortly 
free from symptoms his scores have not improved. after the close of the football season that year, 
The grip strengths of these three boys tell the and the dip at 16 coincided with his dropping 
same story. The conditioned athlete is clearly out of football because he no longer felt the urge 
stronger than either of the others, and he maintains to prove he was a man after he had physical 
this superiority and continues to show some in- evidence of it. 
crease even after 
his recovery score 5 
has dropped. The 
individual athlete, * 
while not able to § | 
match the organ- ° 
ized athlete except . ° 
briefly when he 
AA 
trouble in staying > = 
ahead of the non- o J oot 
athlete in muscle © 10% 
tory ratio graph, ad 
however, the con- 
ditioned athlete 
the others and the 
individual athlete 
is superior. It is in- 
teresting that the 9 
nonathlete, in spite Fi 
of his asthma, man- nc 
is a ratio between two respiratory measurements and 
his score is aided by his relatively low vital capacity. 
Finally, the early-maturing boy in this group is 
not the one who is athletically inclined in the usual 
sense, and the two extremes in athletic participation 
and fitness measurements are really much closer to 
each other in age of maturation than either is to the 
early-maturing boy. 
In figure 2 the symbols represent the same cate- 
gories as in figure 1. Again, the team athlete out- 
strips the other two, but this man failed to show 
any drop in his scores after the age of 16 when he 
practically stopped his participation in athletics in 
favor of working on his hot rod. In muscle strength, 
however, he is clearly below the other two boys conditioning. They are also very similar in the age 
and is actually below the median for boys of our at which they attained the maximum rate of adoles- 


much the same fashion as Europeans run for exer- 
cise. In high school and in college he ran the mile 
in track, but in our area there is no competitive 


track activity before high school and he ran as much 
and as well before high school as he did afterward. 


strength, his median age of adolescence, 
small physical size of 130 Ib. (59 kg.) on a 5-ft., 8-in. 
(172.7-cm.) frame, he is the most accomplished 


scores of 10 and 11 


Fig. 4.—Physical fitness values in three sisters, showing similarity of scores. 


The nonathlete is the brother of the nonathlete on 
the first chart, and, while he had no asthma, he 
showed the same disinclination to involve himself 
in athletics as his brother did. In spite of this, his 
scores in the early years compare well with those of 
the other two in all parts of the testing. At 15 years 
of age, he was sent to a private school where ath- 
letic participation was compulsory as a daily portion 
of the school curriculum, and then he went to a 
military school, which he still attends, where physi- 
cal conditioning is part of a way of life. If these 
experiences have changed his physical condition, 
the reflections of the change in the physically stress- 
ful bicycle for the worse, and it is 

in the respiratory that he has shown any 

improvement. 


The team athlete in this group is perhaps the most 
interesting child and young man to be presented. 
ys to the end of high school, 


From his early school 


in ballet. The other two have never been athletically 
inclined. Except for the graphic symbols, which still 
present the “athlete” as the solid line, it would be im- 
possible from any of the tests to separate these girls. 
The established lesser muscle strength of girls is well 
illustrated by the grip strength results. The respira- 
tory scores of the girls, however, are well above those 
shown by any of the boys. We have laughingly 
passed this off as expected, since everyone knows 
women are windier than men. But if we take a look 
at census or actuarial figures on the sex of those who 
live the longest the laugh becomes less fun. 

In keeping with the general trend of those who 
concern themselves with fitness to make 
statements on limited data, we would like to point 
out that these three sisters raise the possibility that 
what we measure and term fitness is as much on a 
familial basis as on an environmental basis. At least 
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cent growth, being grouped in a six months’ period athletics and physical conditioning were almost a 
starting 18 months later than the median for the religion to him. In spite of his ordinary muscular 
boys of our series. 

In figure 3, also, the solid line represents the team 

athlete, the diagonal stripe the individual athlete, 

and the small joined circles the nonathlete. If we athlete of our group, at least in the sense of recog- 

consider the over-all picture, these three boys are nition of his accomplishment. He was all-conference 

not very different from each other in their scores on selection in football, basketball, and baseball each 
the bicycle. If there is a long-term edge held by any of his last two years in a tough city league, and in 
of them, it would have to go to the individual ath- basketball he was repeatedly chosen by the local 
be sports writers as the high school athlete of the week. 
Yet, except for the peak just after his maximum 

growth period and just before he entered high 

school, his scores on the bicycle have been ordinary 

ee enough and the decline which started during the 
vears of intensive training was not increased in 

slope when he 

3 ™ stopped athletics as a 

a 

320 

; way as a shoe sales- 

man. Now, as a truly 

120 physically decadent 
Ne medical student of 23 
vears, his score pre- 

cisely matches his 

° bd ° vears when his life 19 

na ° was filled with athlet- Vv. 

= 0 ics instead of pre- 

€0 scriptions and diag- 

1 e @ Figure 4 was assem- 
40 bled to show that we 
v0 do not neglect the 

girls. It is difficult to 

she we set up for the boys, 
80 so we selected three 
sisters, one of whom 

v may be termed ath- 
=o letic during the past 
ee two years since she 
took a serious interest 
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so far as the bicycle ergometer 
other siblings show the same close grouping in gen- 


or both. With the exception of the nonathletic 
brothers ly shown and one other family, 
the results obtained on siblings could be transferred 
from one child to another within a family without 
dislocation of the trend of any child. We do not 
snag this as establishing a hereditary element in 

. nor could such an element be established on 
a group such as ours. We do want to emphasize that 
the basic material which is being worked on must 
be taken into account along with the manner in 
which it is processed in the production of superior 
physical fitness as in the production of any other 

ity. 


Summary 


The data collected by the Child Research Coun- 
cil support the point of view that children and 
young adults who show no frank disease are gener- 
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ally and similarly fit. The response to conditioning 
programs, such as athletic participation, is a highly 
individual thing rather than a group or age phe- 
nomenon, so that the expectation is unrealistic that 
any conditioning program applied to a general pop- 
ulation of any age level will produce uniform re- 
sponse. Various measurements of fitness and re- 
sponse to conditioning, when applied to the same 
individual, give different answers, suggesting that 
current testing methods omit consideration of the 
question, “fitness for what?” There is as yet no 
evidence that athletics or other forms of physical 
activity produce any measurable or lasting benefits 
when applied only to children, and such adult work 
as is available indicates that, to be of value, the 
activities must continue through the major portion 
of the life span of the individual. 


4200 E. Ninth Ave. (Dr. McCammon ). 


SUBDURAL HEMATOMA IN THE ELDERLY PERSON 
Peter Stuteville, M.D. 
and 
Keasley Welch, M.D., Denver 


Subdural hematoma may occur at any age, and 
its manifestations depend on the age of its victim. 
The particular characteristics of the disorder at 
the earliest extreme of life have received wide at- 
tention, while its features at the other extreme have 
not. It has, however, been realized that in elderly 
patients subdural hematoma may mimic vascular 
disease or senile degeneration of the brain and that 
this diagnosis may be extremely difficult.’ More- 
over, the results of treatment have been poor. For 
these reasons, a study of the problem was under- 
taken in the hope that the clinical features of the 
disorder might be clarified and earlier recognition 
and treatment might thus be permitted. 

Analyses * of large series of patients of various 
ages with subdural hematoma has drawn attention 
to the fact that the only consistent historical inci- 
dent is one of trauma to the head. These studies 
and others * emphasize the variability of clinical 
manifestations that may appear and the unreliability 
of particular physical signs as a basis for diagnosis, 
in any age group. It is worth noting that in these 
extensive series patients over the age of 65 years 
make up only a small portion of the total numbers. 

From the Division of Neurosurgery, University of Colorado Medical 
before the Section on Nervous and Mental Diseases the 

Association, San 


107th Annual Meeting of the American Medical 
Francisco, June 26, 1958. 


The course of subdural hematoma was 
studied by reviewing the hospital records of 


otf operation or at autopsy. 
were such that the condition might easily 
have been mistaken for senile degeneration 
of the brain, cerebral vascular disease, or 
other conditions. Of the 30 patients who 
underwent operation, 17 survived and im- 
proved, while the typical course observed 
in 45 patients who did not undergo opera- 
tion was a quiet, gradual decline, frequent- 
ly terminated by sudden and unexpected 


guised, it may be possible to increase the 
accuracy of diagnosis by keeping this condi- 
tion in mind, diligently utilizing such diag- 
nostic means as angiography, and resorting 
more readily to surgical exploration. 


75 patients, 65 years of age or older, in 
Although subdural hematoma in the elderly 
patient is a subtle disease, frequently dis- 


1446 SUBDURAL HEMATOMA-STUTEVILLE AND WELCH J.A.M.A., Nov. 15, 1958 


This study is based on a review of hospital rec- 
ords of 75 patients 65 years of age or older who had 
proved subdural accumulations sufficient to cause 
mental disability, physical disability, or death. The 
patients whose records were examined comprised 
all in this age group in whom the lesion was con- 
firmed either by surgical exploration or by autopsy 
during the past 15 years at Colorado General Hos- 
pital, Denver General Hospital, and the Denver 
Veterans Administration Hospital. 


Analysis of Cases 

Age, Sex, and Race Distribution.—By far the larg- 
est number of patients (78%) were white males; only 
18% of the patients were white females; and 4% 
were Negroes. The 75 cases studied were made up 
of patients between the ages of 65 and 92 years. Of 
these, there were 28 (37%) aged 65 to 69, 15 (20%) 
aged 70 to 74, 16 (21%) aged 75 to 79, 11 (15%) 
aged 80 to 84, 3 (4%) aged 85 to 89, and 2 (3%) 
aged 90 to 92. 

Chief Complaints.—Escorting relatives or friends 
were, not infrequently, the sources from which 
examiners drew the reasons for a patient's delivery 
to the hospital emergency room or admitting ward. 
Often, the reasons stated seemed to represent in- 
ferences rather than quotations of complaints pre- 
viously made by the patient himself. 

Of these 75 patients, 32% (24) were brought 
into the hospital because they had suffered some 
kind of injury; 16% (12) because they had shown 
signs of mental or personality changes; 13% (10) 
because they were unconscious and could not be 
awakened; 11% (8) because of constant and severe 
headaches; and 4% (3) because of a neurological 
disability such as a hemiplegia. Twenty-four per 
cent (18) sought admission for medical or surgical 
diseases of other systems. 

Trauma.—In the present series, 4% of patients 
entered the hospital comatose and without ac- 
companying history of any kind. For the most part, 


was elicited in 71% of the cases; 31% of the patients 
had suffered overt trauma, as from road accidents 
or assault. The remainder simply had a history of 
falling. Four patients, resident in the hospital for 
nonneurological conditions, were injured on the 
wards, either by falling out of bed or by striking 
an open door during the night. In slightly less than 
one-fourth of all the cases, no history of trauma 
could be unearthed. A similar proportion of all the 
patients fairly certainly had been drinking at the 
time when the illness began. 

Physical Findings.—Physical signs of increased 
intracranial pressure rarely were encountered. Of 
the patients studied, only 12 could be said to have 


been awake, alert, and mentally intact at the time 
when they were first examined; of these, 4 were in- 
jured later on the wards. The remaining patients 
were confused, demented, stuporous, or comatose. 

Bruising about the head was remarkably frequent, 
being noted in over one-half of the patients. Focal 
neurological signs were of course, common, but 
since many of the patients were not examined with 
neurological disturbances in mind, only a rough 
estimate can be made about their actual frequency. 
Common physical findings in the patients were an 
alterated state of consciousness in 63 (84%) (con- 
fusion in 15 [20%], stupor in 22 [29%], and coma 
in 26 [35%] ), bruises on the head in 44 (59%), mild 
arterial hypertension in 17 (23%), pupillary ab- 
normalities in 29 (39%), speech difficulties in 11 
(15%), bilateral extensor toe signs in 13 (17%), 
hemiparesis in 18 (24% ), and evidence of alcoholism 
in 19 (25%). 

Admitting Procedures.—As might be expected, the 
majority of patients with obvious head injuries 
were admitted to the neurosurgical service; 27% 
of all patients went initially to that service. An- 
other 11%, chiefly those with clear-cut, but ap- 
parently nontraumatic, neurological disease went to 
the neurological service. Two patients went to the 
psychiatric service because of their dementia. 
Thirteen per cent went to a surgical or to a surgical 
subspecialty service with complaints or signs of 
such things as urinary retention, fracture, bowel 
obstruction, and the like. Almost half of the entire 
series was first admitted by the medical service. Of 
this number, 25% were accepted because of a his- 
tory or signs of nonneurological disease such as 
disorders of the lungs and heart. The rest were 
deemed to be suffering from vascular accidents of 
the brain. The diagnosis on admission was subdural 
hematoma in 8 (11%), head injury in 19 (25%), 
neurological disease in 26 (35%), medical disease 
in 9 (12%), psychiatric disease in 3 (4%), and 
surgical disease in 10 (13%). 

Hospital Course.—Failure to improve followed, 
at times, by a quiet and gradual decline and, at 
other times, by sudden and unexpected death 
seems to have been the pattern in those patients 
who did not come to operation. Thirty of 75 pa- 
tients were said to have died suddenly or un- 
expectedly. 

Cerebrospinal Fluid.—The cerebrospinal fluid 
pressure was completely normal in almost three- 
fourths of the 42 tests performed. Fluids altogether 
normal in appearance and cellular content were ob- 
tained in 40% of specimens while the remainder 
were xanthochromic or bloody. The protein content 
was analyzed in only 20 of the 42 specimens, and 
in 9 patients the protein level was within normal 


1 

V. 
these patients were old men who lived alone in 
rooming houses, where they had been found un- 
conscious by acquaintances. A history of trauma 


Vol. 168, No. 11 SUBDURAL HEMATOMA-STUTEVILLE AND WELCH 1447 
to . Ten 

to 

X-rays of the Skull—Over half the patients have had another “stroke.” There a 
studied had no x-ray of the skull made at any time 
during their hospital stay. Of the x-rays of the skull mittent periods of unconsciousness which gradually grew 

to on 
iad cea Sith of a right side. Examination at the hospital showed him to be 
Operative Results were carried out an 
on » a ex- 
in 30 cases. Although some 42 patients were sus- tensor plantar response. He was brought into the hospital 

reach surgery, beca almost next 
or completed before his death 
. man 

Of the 30 patients operated on, 57% survived the cde Geass any te 
the Cast 3.—The patient was a 76-year-old man who had 
of the clot; in the other half, such pathology as said to have had the “fu,” and he was treated for this by 
massive cerebral edema and intracerebral hema- family physician. During course of treatment . 
tomas found , the patient appeared to be “dull,” and he plained 
often and bitterly of severe and constant headache. Finally, 
in which 19 patients ° he became somnolent, and, at this point, he was referred to 
ye pe pa were given a diagnosis the hospital. Examination showed him to be in and out of 
operated on and 11 survived. stupor and to exhibit a left-sided hemiparesis with generally 


Report of Cases 
Taken alone, statistical analysis of the data drawn 
from this inquiry is not enough to afford satisfying 
insight into the clinical features of subdural 
hematoma in the elderly patient. Simultaneous study 
of individual case histories is essential if the essence 
of the malady is to be understood. 


Not infrequently, cerebral vascular disease seems 
to be a reasonably acceptable basis to account for 
the patient's presenting difficulties. 


symmetrical but 


cyclic breathing, and shortly thereafter died. Postmortem 
examination showed bilateral chronic subdural hematomas 
and pulmonary infarction. 

Comment 


Clinical Features.—The present study was under- 
taken with the hope of clarifying the clinical fea- 
tures of subdural hematomas in elderly persons and 
thereby making it possible to distinguish the disease 
from others producing similar manifestations. Un- 
fortunately, this objective was not wholly attained, 
since elderly patients with this malady proved not 
to present consistently characteristic pictures. None 


hyperactive deep-tendon reflexes and with 
bilateral extensor plantar responses. Lumbar puncture 
yielded conspicuously xanthochromic fluid under a pressure 
of 300 mm. of cerebrospinal fluid. Cerebral arteriography 
disclosed the presence of a subdural hematoma on the right 
side. Evacuation of the hematoma was followed by recovery. 

Reminiscent of the situation often seen at the 
other extreme of life is a simple failure to thrive, 
The first Sane Sapees exemplifies the commonly physically and mentally, because of a subdural 
encountered situation in which an old man is to 
brought to the admitting ward by relatives or _ 
friends who have noticed recently that something Cast 4.—The patient was a 78-year-old man who had 
has | wrong with him. The athens onmnsoshed’ been sent to a nursing home by his family because of near 
enG f P » app starvation and from the nursing home to the hospital be- 
by a physician and questioned about his troubles, cause of progressive deterioration in his nutritional state. At 
is likely to be grossly confused and totally unaware the time of admission, the patient was cachectic, lethargic, 
of the reason for his family’s concern. Consequently, and irritable, but he displayed no focal neurological dis- 
he tends to draw attention to such irregularities of turbance. In the hospital, he was investigated thoroughly, 
function as his cough or his difficulty in in but no specific reason for his decline could be established. 
, Throughout his 11 weeks in the hospital, and despite vigor- 
urine. Duly noted, this complaint is pursued while ous and conscientious medical management, he failed to 
the confusion or dementia is attributed to senility. 
Case 1.—The patient was a 66-year-old man who was 
brought to the emergency room by his family. When ques- 
tioned, he complained of frequency and urgency of some 
two to three years’ duration. He was examined and was 
found to have a large prostate gland, to be confused, and to 
have a minimal right-sided hemiparesis with appropriate re- 
flex changes. He was admitted to the urologic service, where 
cystoscopy was done and a lumbar puncture was made. On 
his eighth hospital day, he died suddenly and unexpectedly. 
Postmortem examination revealed a large, left, subdural 
hematoma and a massive pulmonary embolus. 
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the less, it has been possible to define a variety of 
clinical situations sometimes associated with this 
disease. 

The first such situation is one in which there is 
a definite initiating injury, as from a serious fall, 
automobile accident, or an assault. The patient 
tends not to improve but may do so slowly and 
incompletely. He may remain or become confused, 
demented, or somnolent and develop signs of neuro- 
logical deficit. In such cases, a surgical lesion can 
be usually diagnosed with relative ease, and sur- 
gical exploration or angiographic study can be used 
with but slight hesitation. There are, however, pa- 
tients in whom the clinical course, even after 
a definite initiating injury, has so much of the flavor 
of cerebral vascular disease that the suspicion of 
subdural hemorrhage is not entertained. 

A second situation (and it is the one which in- 
volved the majority of our patients ) is one in which 
a history of trauma is sometimes not elicited or is 
denied. If remembered, injury has been considered 
to be trivial, and one or several minor falls have 
been interpreted as symptoms rather than causes of 
the patient's illness. The patient, often too con- 
fused to give a reliable history, is frequently 
sufficiently well enough preserved to give a mis- 
leading one. Under such circumstances, he may 
be admitted to almost any service in the hospital 
for treatment of his accepted senility plus his 
“stroke,” his pulmonary disease, his heart failure, or 
other obvious physical disability. Later in his hos- 
pital course, he declines more or less markedly and 
rapidly to become somnolent or comatose. Care- 
fully examined, he usually will be found to have 
bruises of the scalp, sometimes indistinct and fad- 
ing, often concealed beneath the hair. Although by 
no means constant findings, there may be such 
neurological abnormalities as a hemiparesis with 
single or double extensor toe signs. 

Guillaume and CEconomas,"* describing their 
observations of patients of this category, state that 
ordinarily they exhibit asthenia, headache (constant 
or varying with postural changes), diminished in- 
tellectual activity, loss of initiative and of memory, 
and poverty of ideation. More recently, Bedford "* 
has made the following observation: 


Typically the history is that the old person, already some- 


unconsciousness or epileptiform jactitations (and it may be 


of subdural hematoma, it is by no means a rare cause of the 
which 


torehead: there is often evidence of damage to the 

systems, and occasionally pupillary abnormalities not unjusti- 
fiably attributable to ocular disease, which also hinders ade- 
quate retinoscopy. Very often, too concomitant disease of 


Diagnosis.—Bedford "" pointed out the difficulty 
and complexity of diagnosis by noting that fully 
80% of 5,000 elderly people admitted to the Oxford 
Geriatric Unit over an eight-year period were con- 
fused—no matter what the diagnosis. His experience 
with x-rays of the skull and with lumbar puncture 
resembles ours. Similarly, his diagnostic accuracy 
approximates our own. In this regard he says: 
“Indeed, despite the utmost vigilance, only 40% of 
my elderly cases were diagnosed in life. . . .” 

On the other hand, we fail to share the misgivings 
reflected in his statement that: “It must reluctantly 
be admitted, therefore, regarding the diagnosis of 
subdural hematoma in the aged, that unless thou- 
sands of old people are to be submitted needlessly 
to an unjustifiable intracranial exploration, every 
physician concerned in their care will see a number 
of patients each year in whom the condition un- 
avoidably defies detection, and this unsatisfactory 
state of affairs is not materially improved by the 
knowledge that even without surgery, these effu- 
sions are not invariably lethal.” Our point of view 
on this score is based on the fact that of our 20 
most recent cases, 19 were recognized in life, ad- 
mittedly while a certain number of fruitless (but 
by no means unjustifiable) diagnostic procedures 
were made in patients without such disease. 

Finally, it seems prudent to stress the importance 
of early diagnosis, if diagnosis is to be made in a 
living patient and if treatment is to be effectual. 
Time and again we have encountered instances of 
sudden and unexpected death caused by subdural 
collections. Furthermore, the beneficial diagnoses 
were made early, and treatment too long delayed 
commonly failed. 

Frequency.—From our data, we cannot estimate 
the actual incidence of subdural hematomas in the 
aged. Bedford,’” however, found the disease in 1% 


of a rather large group of hospitalized patients over 
65 vears of age. 


examination only rarely contributes substantially to the 
diagnosis. The usual clinical picture is that of a mentally 
confused old person with some impairment of intellectual 
capacity (which may be slight, moderate, or profound), 
who may be somewhat or deeply drowsy—but is as often not 

and who may or may not have bruising about the eves and 
other systems—a fractured neck of femur, bronchopneu- 
monia, heart failure, or uremia—provides further diagnostic 
distraction. 

Less commonplace clinical situations are exempli- 
fied by the case reports of patients who simply 
failed to thrive, mentally and physically, or who 
complained early of insistent and severe headaches 
but showed no physical signs. 

1 

Vv. 
what enfeebled, has recently become mentally confused: 
medical advice or admission to hospital is sought for this 
latter symptom. A history of a fall within the preceding 
weeks or months may be elicted—usually by direct question- 
ing—and has been attributed to “old age” or to a “little 
stroke.” The fall may have been accompanied by transient 
observed here that although a fit is only rarely a symptom 

wise—which is its almost invariable antecedent). Physical ee 
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RAINING FOR ESCAPE FROM A SUBMARINE.—In water-filled towers 120 
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tank serves as a research medium in which a wealth of data on respiratory physiology 
is constantly being accumulated by our submarine doctors.—Rear Adm. B. W. Hogan, 


M.C., Surgeon General, U.S.N. The Practice of Submarine Medicine, Medical Arts 
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IMPORTANCE OF AUTOPSIES—AN ILLUSTRATIVE CASE 
Kenneth L. Gerson, M.D., Cleveland 


The autopsy examination is sought for a variety 


Report of a Case 
Our patient was a 15-year-old male seen in the 


initially 
outpatient of the Ohio State University Hospital 
on Feb. 10, 1958, ee 6 ee noted at the 


pubis to heel was 42 in. (106.7 cm.), measurement from 
pubis to vertex was 31 in. (73.7 cm.), and the arm span was 
75 in. (190.5 cm.). His weight was 126 Ib. (57.2 kg.). Blood 


the ocular examination thought to have been normal. The 
palate appeared rather high and arched in character. There 
was an asymmetrical anterior bulging of the left side of the 
thorax. The extremities showed marked symmetrical elonga- 
tion of the bones of the fingers and toes. The joints of 
the fingers were somewhat hyperextensible; other joints 


= 


The patient has two siblings, a 17-year-old broth- 
er and a 14-year-old sister, neither of whom had 
been known to have any illness or deformities. The 
father had died at age 33 in congestive heart 
failure with a final clinical diagnosis of rheumatic 
heart disease and possible subacute bacterial endo- 
carditis. He had had six siblings, of whom all are 
living and well with no known abnormalities. The 
paternal grandparents lived long lives, and no 
abnormalities were known in them. 

Transcripts of the father’s records and slides of 
specimens obtained at autopsy were sent us from 
another hospital. It was learned that eight years 
prior to his death the father had been hospitalized 
and discharged with diagnoses of psychoneurosis, 
anxiety-hysteria in type; partial dislocation of the 
lenses, O. U.; vitreous opacities, O. U.; congenital 
punctate cataract, O. U.; and tremulous iris, O. U. 

Diagnoses at autopsy were given, in part, as 
follows: old and recent myocardial infarction; non- 
specific interstitial myocarditis; left ventricular hy- 
pertrophy and dilatation; marginal aortic valvulitis; 
and sacular aneurysmal dilatation of the ascending 
aorta and of the first portion of the arch of the 
aorta. Microscopic examination of the aorta showed 
medionecrosis with hyaline and mucoid transforma- 
tion and interruption of the elastic laminae. 

Review of the sections from the father’s autopsy 
at the Ohio State University Health Center showed 
lesions in the heart and aorta as described above. 
These findings are identical with the changes of 
Erdheim’s medionecrosis which are described in 
Marfan’s syndrome.”* On the basis of the above, we 
concluded that the patient’s father had had Mar- 
fan’s syndrome, as did our patient. 


Comment 


Marfan’s syndrome is an inheritable disorder 
probably transmitted by a single dominant auto- 
somal gene. It has been thought to cause changes 
in structures derived from the mesoderm. These 
defects can be grouped into skeletal, cardiovas- 
cular, and ocular manifestations. 


1450 
of reasons, including augmentation of medical 
knowledge, clarification of cause of death for medi- 
colegal reasons, and the disclosure of hereditary 
and infectious disease that might have valuable 
bearing on survivors.' Many of these reasons, how- 
ever, represent abstractions to next of kin and make 
no real impression on them.’ We wish to present 
an instance wherein the information obtained from 
an autopsy examination was of critical importance 
to a family member and may be instrumental in 
the prolongation of life. 
1° 
Vv. 
deceased father. He had no symptoms of illness and had 
experienced no disability whatever with his deformity. He 
had no particular embarrassment over his chest deformity 
and enjoyed basketball and other vigorous sports. The pa- 
tient’s medical history included surgical repair of a scrotal 
varicocele at age 5 and trauma to the right eye, which left 
a residual coloboma of the iris. 

On physical examination, our patient was a thin, tall, white 
male with a chest deformity of the pectus carinatum type. 
His height was 73 in. (185.4 cm.), the measurement from 
pressure was 110/68 mm. Hg in both arms. Pertinent physi- 
cal findings included elongated auricular pinnae and a post- 
traumatic coloboma of the right iris, with the remainder of 
seemed normal. There were high _ 
ally. 

Laboratory data 
elevated alkaline 
~“ 
hydroxycorticosteroid 
skull were reported normal. A chest x-ray showed anterior 
bowing of the sternum. The cardiac shadow and aorta were 
thought to be within normal limits. X-rays of the hands and 
feet were remarkable only in the length of the metatarsal 
and phalangeal bones. An electrocardiogram was normal. 

Clinical Instructor in Medicine, the Ohio State University Health 
Center (Dr. Marks), and Intern, Mount Sinai Hospital (Dr. Gerson). 
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The skeletal changes are characterized by 
body habitus (dolichomorphism ) with striking elon- 
gation of the distal bones of the extremities (arach- 
nodactyly ). Patients with this syndrome are usu- 
ally tall with characteristic alterations of the 
hy the pubis to 
measurement exceeds pubis to vertex 
measurement and the arm span is greater than 
the height. Involvement of the calvarium results 
in a long appearance of the skull (dolichocephaly ). 
Associated changes of the skull are highly arched 
te and long narrow faces. Cleft palate is a rare 


The rib cage is frequently involved and results 
in a funnel-shaped chest (pectus excavatum), pi- 
geon breast chest (pectus carinatum), or other 
asymmetrical chest deformities. A weakness of liga- 
ments, tendons, fascia, and joint capsules results 
in hyperextensibility and recurrent dislocations of 
joints, pes planus, pes cavus, genu recurvatum, and 
hernias. Ectopia lentis, almost always bilateral, is 
found in 50 to 80% of the reported cases. The lens 
is usually small, spherical, and displaced upward. 
Myopia is frequent, due to excessive length of the 
eyeball. Retinal detachments occur frequently. Iritis 
and glaucoma resulting from the displaced lens 
may be responsible for limitation of vision or even 
total blindness. 

The cardiocascular system is diffusely involved. 
Aortic insufficiency results in left ventricular hyper- 
trophy. Diffuse interstitial myocardial changes have 
been described.‘ Marginal valvular thickenings 
have been noted, and these can be readily differen- 
from those of rheumatic 


aortic 

es and the innominate and carotid arteries are 
less commonly seen.” Weakness in the walls of the 

veins, apparently similar to that in the arteries, 


aspects 

scribed,” including muscular underdevelopment 
hypotonia. Deafness is reported" to occur in 6% 
of the cases. Pulmonary malformations and cystic 
disease of the lung have been thought to be a 
component of the disease. McKusick® has pub- 
lished a comprehensive study of Marfan's syndrome. 

In the papers of Griffin and Koman *° and Marvel 
and Genovese,'' a total of 55 cases of Marfan’s 
syndrome were collected, with 48 patients surviv- 
ing the first year of life. Of these, there was a range 
of life span of 1 to 55 years and a mean life span 
of 27.5 years. 

Wilson “* has recently described three genera- 
tions of a family affected with Marfan’s 
He stated that the degree of physical activity of 


the individual probably is important in determining 
the rate at which aortic dilatation occurs. He cited 
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a patient who led a quiet life and felt that the pa- 
tient’s sedentary existence had probably contributed 


competition. 
We suggested that he be given a type of education 
relation to marriage and child 


next of kin. Often resistance is encountered for a 
variety of reasons, some of which are religious, 
some superstitious, and some simply based on a 
morbid displeasure of the concept of the autopsy 
examination. Too often the reasons set forth by 
the physician to next of kin represent abstract ideas 
with no apparent immediate benefit for the sur- 
viving family. We have found an instance in which 
information obtained from the autopsy of a father 


this 
case to represent a valuable instance for house offi- 
cers to draw on in their discussions concerning per- 
mission for autopsy with families of their deceased 
patients. 
2620 Schaaf Dr. (9) (Dr. Marks). 
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Taste 1.—Medical-Health Budgets of Federal 
Agencies, and Commissions for This Fiscal Year 


Department of Defense................. 12 
Atomle Energy Commission............ 185,00 13 
International tion Admin. .... 39,600,000 7,300,000 13 
1 ment of State... 15,718,110 18-14 
Nation 19,575,000 000 4 
Office of Civil and Defense Mobilization 13,417 8,177 000° 15 
Zone Government.............. 3,959,900 
3,804 


Canal 
Department of Treasury................ 6 
Department of Justice.................. 2,106,000 1,796,000 16 
Distriet of 2 00D 3,700,000 17 
Federal Trade 1,600,000 0000 17 
Department of Commerce............... 1,212,400 911,300 17-18 
Civil Service Comminsion............... 337,00) 18 
for Employment of 
Small Business Administra 70,000 
Departm-nt o 140,000 14 
National Advisory Committee to - 

Selecti 19,000 19,000 19 
Office of the Attending Physician 

of ¢ 13,1465 12,145 19 

* The for fiscal 195% is tions of the Federal Civil 

tion the of Defense ; 


government, medical care a part of the total 
go research, personnel training other 
efforts not directly related to the rendition of medical care. 

As in last year's report, we have listed in table form pay- 
ments to disabled persons which the fed- 
eral government finances entirely or in part. Such beneficiaries 
now total nearly 6,000,000, a 15% increase over last year 
Money paid them has increased to 4.75 billion dollars, over 
40% more than last year. These data are on the last page, 
arated from the rest of the report not all of 
money is federal. 

This report was prepared by the Washington Office of the American 


DEPARTMENT OF HEALTH, EDUCATION, AND 
WELFARE Year: ,896—Last 
ear 
Division of Hospital Facilities. $187,800,000 


This division administers the federal aspects of both the 


original and expanded Hill-Burton programs. In 1958 Con- 
gress enacted which authorizes loans in lieu of 
grants for any of the eligible projects under the entire pro- 
gram. Since 1946 the federal contribution through June 30, 
1958, amounts to $1,024,000,000; when the sponsors’ share 
is included, the total is $3,323,000,000 (these figures are for 
both the original and the expanded program). This is the 
150,000,000 original program 
categories: 
Hill-Burton Original Prog $150,000,000 
last year: $ 99,000,000 
This appropriation, allotted to the states on the basis of 
population and per capita income, assists in the financing of 


The total allotted to the state this year on a population-per 
capita-income formula will assist in the financing of new 
construction under the 1954 amendments in four categories 


is 


Hill-Burton Administrative Exp $1,600,000 

last year: $1,450,000 

salaries expenses hospital survey construction 

program for the federal and for eight regional 
federal 

Research $1,200,000 


last year: $241,183,000 
National Cancer Institute. $75,268,000 
last year: $56,402,000 
to non- and institu- 
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FEDERAL MEDICAL-HEALTH SPENDING ee 
a mas- year: 1 J 
| from cancer research 
is 2.8 billion dol- 
are on 
ao to be presented to Congress in . There is 
will 
F 
M Association, through this annual budget report, has 
service not by any other organization. We identify 
all programs, describe their purpose, give their present ap- 
propriations, and note the amount of increase. We do not 
new hospitals and related health facilities construction u 
program. To June 90, 1958, federal 
fu have partially financed approximately 3,476 projects, 
including 159,745 hospital beds, 768 public health centers, 
23 state health laboratories and something in excess of 100 1° 
nurses’ homes and training facilities. 
Medical Facilities—Category Program. 
last year: $21,000,000 
as follows: $7,500,000 for hospitals for the chronically ill and 
impaired; $7,500,000 for diagnostic centers, or diagnostic 
and treatment centers; $10,000,000 for nursing homes; and 
$10,000,000 for rehabilitation facilities. As under the original 
program, the federal share may range from one-third to 
two-thirds of the total project cost. As of June 30, 1958, a 
total of 496 projects had been approved, divided among the 
diagnostic-treatment centers (196 
and rehabilitation facilities (82). 
pm tf of Civil ane ense Mobilization. 
attempt to evaluate them—to rate them as good, bad, or in- 
different; as wasteful or invaluable. This is a factual study, 
based on scrutiny of appropriation acts passed by the last 
Congress and information supplied us by program and fiscal . 
officers in the various departments and agencies, all of whom ast year: LOU LAK 
gave us their wholehearted cooperation. It covers the current Authorized in 1949 but not appropriated until 1955 is this 
fiscal year which ends next June 30. item for research, experiments and demonstrations on utiliza- 
While nearly 38 million people are eligible to receive all tion of hospital services, facilities and resources. The bulk of 
or of their medical care from or t the federal the money is assigned as grants to states, universities, hos- 
pitals, hospital associations, professional associations, and 
community organizations and a small amount for direct re- 
search by U. S. Public Health Service. 
National Institutes of Health................................$324,383,000 
tion for research and training. Almost 25% will be used to 
support contracts with the pharmaceutical and chemical in- 
dustries in research on chemotherapeutic agents for the treat- 
ment of cancer. The states receive $2,250,000 for cancer 
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control work. $4,212,000 will provide professional and tech- 
nical assistance to public and private institutions engaged in 
vention, diagnosis, and treatment among individuals and 
population groups (cytology activities) and environ- 
mental cancer activities. The balance is for direct research 
operations, including salaries, supplies, and this Institute's 
share in the cost of operating the Bethesda ( Md.) Clinical 
Center and related auxiliary services. 


National Heart Institute $45,613,000 
last year: $35,936,000 

Grants to non-federal investigators and 
and private institutions for and training take about 
75% of the appropriation. $2,125,000 is allocated to states 
heart disease control. The balance is for direct research 
including salaries, supplies, and this Institute's 


Center and related auxiliary 
Mental Health Institute $52,419,000 
last year: $39,217,000 


Approximately 75% of this appropriation is apportioned 
for research and training through grants to individual in- 
vestigators and public and private institutions. The sum of 
$4,000,000 is allocated to the states for community mental 
health services. The remainder is for direct research opera- 
tions, including salaries, supplies, and this Institute's share in 
the cost of operating the Bethesda Clinical Center and re- 
lated auxiliary services. 


Arthritis & Metabolic Diseases $31,215,000 


Grants to and private investigators for research and 
training total 75% of this appropriation. The balance is for 
direct research operations, including salaries, supplies and 
this Institute's share in the cost of operating the Bethesda 
Clinical Center and related auxiliary services. 


Neurological Diseases & Blindness Institute.......... $29,403,000 
last year: $21,387,000 


Grants to public and private investigators and institutions 
for research and training total 80% of this ion. The 
remainder is for direct research operations, including salaries, 

the Bethesda Clinical Center and related auxiliary services. 


Allergy & Infectious Diseases Institute.................. $24,071,000 
last year: $17,400,000 


Research grants to public and private investigators for re- 
search and training amount to 70% of this appropriation. 
The remainder is for direct research operations, including 
salaries, supplies and this Institute's share in the cost of op- 
erating the Bethesda Clinical Center and related auxiliary 
services. 


Dental Health Institute $7,420,000 


last year: $6,430,000 


Grants to public and private investigators for research and 
training total about 60% of this appropriation. $983,000 will 
be used for technical assistance to states and $320,000 for 
coordination and development of dental resources. The re- 
mainder is for direct research at Bethesda, review and ap- 
proval of grants, administrative expenses, and for support of 
the Clinical Center. 


National Institutes of Health—General Funds......828,974,000 
last year: $14,026,000 


These funds are administered by the Division of General 
Medical Science of the National Institutes of Health, with 
practically all funds being expended for research and train- 
ing grants, with the exception of $2,236,000 for control of 
biologics (including polio and flu vaccine), which activity is 
under the Division of Biologics Standards. The balance goes 
toward supporting fellowships and administrative expenses 
relating to grants. 
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Laboratory 


There is available for planning and construction of re- 
lic Law 835 (84th Cong.). To be eligible for grants, the ap- 
plicant must be a public or nonprofit institution det 
by the Surgeon General, after consultation with the National 
Advisory Council on Health Research Facilities, to be compe- 
tent to engage in the type of research for which the facility 
is to be constructed. This is the third year of this program's 


Water Pollution Control $45,000,000 

last year: $47,500,000 

Under Public Law 660, enacted in 1956, the Federal Gov- 
construction 


Hospitals and Medical Care 


operational 


patients and addicts, and includes 
and coordination of nursing re- 
sources. It also includes $1,000,000 for payments to Hawaii 
for care of patients suffering from leprosy and $5,800,000 for 


other federal agencies for reimbursable services 


Indian Health Ac $44,597,000 
last year: $43,230,300 
y for the health of American Indians and natives 
of Alaska which formerly was a function of Interior Depart- 
ment. The total is broken down as follows: hospital care in 
Indian hospitals, $23,756,000; contract patient care, $8,- 
000,000, field health services $6,620,000; program direction 
and management services, $2,097,000; and modernization of 
hospitals and construction of facilities $4,124,000. In addi- 
health activities of PHS will receive ap- 
proximately $740,000 as reimbursements from other 
mental agencies for services rendered in PHS facilities. 


Assistance to States—General $22,889,000 
last year: $22,592,000 


Grants totaling $15,000,000 will be available for allocation 
to the states in support of state and local general public 
health activities. These grants must be matched one state 
dollar for every two federal dollars. U. S. Public Health 
Service will spend $5,889,000 to provide technical assistance, 
consulting services to states, expenses of the National Office 
of Vital Statistics, international health activities, demonstra- 
tions, training activities, and operational expenses. A total of 
$2,000,000 will be available for grants to schools or direct 
traineeship awards to individuals for the training of profes- 
sional public health personnel. 


Sanitary Engineering Activities 


$12,815,000 
last year: $12,640,000 


This program is made up of seven activities as follows: air 
pollution control, $3,860,000, water supply and water pollu- 
tion control, $6,600,000; al health activities, 
$608,000; milk and food sanitation activities, $492,000; inter- 
state carrier and general sanitation activities, $510,000; 
Sanitary Engineering Center research activities, $440,000; 
and administration, $305,000, 


Grants to states for diagnostic and treatment clinics, mass 
case-finding and follow-up services account for $4,000,000, 
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year: $30,000,000 
share in the cost of operating the Bethesda ( Md.) Clinical ment plants. Although $45,000,000 was appropriated for 
fiscal 1959, the funds allocated to the states will be based on 
the $50,000,000 authorized in the basic legislation. 
last year: $44,399,000 
nte- 
for 
nurse training grants. Not shown in the appropriation is ap- 
‘ipally from 
last year: $7,000,000 
all of which has to be matched equally by the states. The 
remainder is for direct operations of PHS. 


Communicable Disease Activities 


$8,300,000 

last year: $6,250,000 
The entire appropriation is used for direct activities of the 
PHS Communicable Disease Center at Atlanta, Ga., and its 


Office of the Surgeon General 


This will 
for grants to Alaska for health services; $527,000 for 
research activities of the 


Howard University $1,022,000 
last year: $1,136,000 

This University came into being shortly after the close of 
higher educational facil- 


St. Elizabeths $17,082,000 
last year: $15,904,500 
St. Elizabeths provides treatment for several classes of 


tient load of 7,000 
Bureau of Public Assistance ( Medical 
Payments ) $240,000,000 
last year: $150,000,000 
Out of a total budget of ely $3.2 billion (fed- 
eral and state) for cat public assistance programs, 
officials of the Social Security Administration estimate that 


approximately 12.8% is now being devoted to health care of 
recipients. For all facets of living expenses and medical care, 
ederal contribution 


the total f this year will be about $1.9 
billion. An estimated $410 million of federal, state, and 
local funds are expected to be paid for medical and health 
needs of categorical assistance recipients this fiscal year. 
About $330 million will be paid to vendors of medical care, 
such as physicians, als, s, nursing homes, 
etc., and about $80 directly to recipients to enable 
them to meet their medical care needs. The share of 


to expand the rehabilitation program ( 
state matching), $4,600,000; (d) $4,800,000 for training of 
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payments made by the District of Columbia and other fed- 
eral agencies and from the counties surrounding Washington 
who utilize these facilities for welfare patients. Some super- 
visory functions over this program is vested in PHS. | 

affiliated operations. The Center carries on studies in epi- 

demiology, furnishes laboratory diagnostic services and spon- 

sors special projects to assist states. This amount includes 

$1,700,000 for equipment for the new Communicable Dis- 

ease Center which is now under construction in Atlanta. ities for negroes. It is jointly supported by congressional ap- 

SS ll—l—=" propriations and private funds and offers instruction in ten 

last year: $5,100,000 

For administrative expenses of this office, including all = by of $8,000 000. Of thes amount the Fed 
housekeeping services, evaluation of public health needs, and eral Government will contribute $4,350,300 toward opera- 
personnel training. Included also is approximately $1,389,400 tional expenses, $123,000 for plans for construction, and 
for administration of the National Health Survey Act author- $163,000 for completion of a men’s dormitory. The com- 

ized by Public Law 652 (84th Cong. ). } . 
bined budgets for the colleges of medicine, dentistry, and 

Venereal Disease Control ..................ccccccceeeeeeeeeeeeeee $5,400,000 pharmacy will require approximately 24% of the University’s 

last year: $4,415,000 total budget. The entire student body of the University for 
Of the total, $2,400,000 goes for direct grants to states for approxin rhage 
venereal disease detection, treatment and EEE a spe- pat of , The federal 
cial-need basis. Most of the remainder is spent for technical ee 4 Bp Fe 
assistance to the states, including funds to pay 258 federal end ely 
de a rt oe majority of whom are assigned to state health $1,022,000, according to the University’s treasurer. 
last year: $3,876,000 
This service operates 310 medical quarantine stations on 
borders of the United States. It also operates 28 medical mentally ill persons, including those residing in the District 
ination stations on foreign soil for the examination of of Columbia, beneficiaries of the Veterans’ Administration, 
aliens seeking visas to enter the U. S. Inspections are made of 

of all seagoing vessels and aircraft entering the U. S. It is one the © ale the District of Columbia) th 19 

estimated that the service will examine more than 3,100,000 ng found 

li in this try and 210,000 abroad. American citizens nsane in , t anama Vv. 
Canal Zone and the Virgin Islands, certain foreign service 

last year: $2,165,000 the hospital prior to July 16, 1946. Congress appropriated 
$3,186,000 to this institution for operational expenses 
$87,000 for major repairs, and $125,000 for construction 
planning. Reimbursements from other agencies will approxi- 

Anchorage; $1,000,000 to enable Alaska to pay for hospitali- mate $13,684,000. This hospital has an average daily pa- 

zation for Alaska’s mentally ill at Morningside Hospital in 

Portland, Oregon; and $6,500,000 for construction of mental 

health facilities in Alaska as authorized by the Alaska Mental 

Health Act. 

National Library of 

last year: $1,450,000 
As a result of Public Law 941 enacted in 1956, the Armed 

Forces Medical Library was renamed the National Library 

of Medicine and transferred to the Department of Health, 

Education, and Welfare. A new structure has been authorized 

to house the Library and $6,950,000 in construction funds 

was appropriated for 1959. The new Library will be built on 

the southeast corner of the NIH reservation at Bethesda. 

Reimbursable Health Programs for Other 

Governmental 
last year: $475,000 
This represents the cost of services expected to be ad- peg to vendors and to recipients 
vanced to et Health Service by other governmental illion. 

agencies for establishing and operating on-the-job clinics. 

PHS deals largely with Washington personnel, whereas 90% Office of Vocational ——m=T oy 

of the total number of government's employees are located noes —" 

aw g.), Congress this year appropriat 
Freedmen’s a $56,400,000 for grants to states and other agencies. This is 
ast year: $3,000,000 divided as follows: (a) support of basic rehabilitation serv- 
This institution with an average patient load of 328, plus ices, including medical examinations, surgical and therapeutic 

32 new-borns, is a medical teaching facility and general hos- treatment, hospitalization, prostheses, occupational tools and 

pital. Its patients are chiefly medical indigents from the aids, vending stands, rehabilitation facilities, vocational train- 

District of Columbia and the adjoining area. The hospital is ing and funds for maintenance (based on per capital income 

utilized for training of interns and residents, chiefly from and population as in Hill-Burton), $45,500,000; (b) exten- 

Howard University, and it has a nurses’ training school. A sion and improvement of state programs, $1,500,000; (c) 

total of $4,267,000 is authorized for operating costs. All in special grants to states or nonprofit organizations for projects 

excess of $2,975,000 (appropriated for fiscal 1959) are ex- 

pected reimbursements from charges made to patients and 


Operating under the Social Security Administration, the 
Children’s Burcau administers grants to states for maternal 
services. This year grant money totals $43,500,000 divided as 
follows: $16,500,000 for maternal and child health work; 
$15,000,000 for crippled children’s services; and $12,000,000 


for child welfare services. However, this last item has no 
medical significance and, therefore, it is not reflected in the 
total of $32,300,000. One-half of the federal funds for ma- 
ternal and child health and crippled children’s services is 
required to be matched dollar for dollar by the states. In ad- 
dition the Children’s Bureau has $2,000,000 to finance in- 
vestigating and reporting activities and to administer all the 
grants. About 40% of this amount is chargeable to the health 
and related activities of the Children’s Bureau which include 
administration of grants for maternal and child health and 
crippled children’s services and consultative services to state 


agencies and other public and voluntary agencies and 
izations engaged in the provision of maternal and 


of personal property a 
plus by federal agencies for health needs. In the case of real 
estate, conditional title is vested in the transferee and then 


after a number of years of uti of the property in ac- 
cordance with conditions the property can become 
absolutely vested. — of gel may be 


medical research. It is difficult to determine the exact value 
of property donated and transferred since accounting is on 
the basis of acquisition cost. Last year approximately $60,- 


U. S. Office of Ba ti 


available as grants to aid the states in the training of prac- 
tical nurses. For this year, the Office of Education has avail- 


VETERANS ADMINISTRATION 
(This Year: $843,524,000—Last Year: $849,374,000) 
In-Patient Care in VA Hospitals® 


VA's largest single medical expenditure covers in-patient 
care in 173 VA hospitals and provides for an estimated 


care program. 


money is av until expended. (See Alterations 
Improvements on this page for small projects. ) 


Domiciliary care is being provided in 17 VA facilities for 
about 16,810 veterans who, while incapacitated for employ- 
ment, are not in need of full hospital care. VA also makes 

of approximately 9,500. Payments this fiscal year are esti- 
mated at $6,440,000. Under Public Law 613 (83rd Congres) 
federal contributions to these homes were raised from a 
maximum of $500 to $700 a year per patient. 


breakdown: gen- 
eral medical and surgical research, $9,600,700; atomic medi- 


For alterations, improvements and repairs to VA clinics and 
domiciliaries (costing less than $300,000 per project). 
Supply Depot Operations*® $2,055,000 

last year: $1,790,000 

For maintaining and operating supply depots handling the 
purchase, shipping and storage of medical supplies and 
equipment used by the Department of Medicine and Surgery. 
Medical Education and Training* $1,339,000 

last year: $1,400,000 
specialties and auxiliary services. 


sonnel in medical 


*In appropriating for VA, Congress stipulated that the 
funds were predicated on furnishi 


ficiaries was arrived at by adding the ‘estimated number of 
veterans to be cared for in VA hospitals, domiciliary facilities, 
contract hospitals, and state veterans homes. There is no way 
of estimating whether more or fewer patients than this total 
cared for during the year. If VA doesn’t furnish care 
at this level, its funds will be reduced proportionately. 
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rehabilitation personnel, including physicians, therapists, 120,954 beds. At present VA reports an estimated daily 
psychologists, counselors, medical and psychiatric social work- patient load of 111,063, approximately 92% of bed capacity. 
ets. In addition $1,400,000 is available for federal administra- The appropriation includes salaries of physicians and other 
tive costs. personnel, medical rehabilitation of dietetic 
. nursing services, social services and special services, such as 
Children’s Bureaw ................ ee ey recreation and transportation of veterans. 
Out-Patient Care® $75,399,000 
last year: $79,000,000 
The bulk of this appropriation is for out-patient care in 
about 100 VA clinics. The remainder is earmarked for fees 
to physicians ($8,079,000) and dentists ($1,048,000) under 
the home-town 
Modernization and Replacement Construction® ....$16,595,000 
last year: $42,500,000 
This amount is for work on existing units where costs ex- 
Domiciliary Care? $1,812,000 
last year: $31,490,000 
health services. 
Federal Surplus Property 
Donation $18,319,806 
last year: $15,200,000 
The Department of HEW has authority to make donations Contract Hospitalization® .......................c<..0..0...13,557,000 
last year: $13,389,000 
8 of 3,117 veterans in federal hospitals other than VA and in 
state and municipal hospitals. Patients in federal non-VA 
hospitals are estimated at 1,324 and in non-federal hospitals, 
1,676. Mental cases make up the largest single category of 
Flisible ck ~ contract Cases. 
igible donees of real property may any institut or- , 
ganized for health purposes, including those engaging in last year: $7,862,000 
To operate the VA Department of Medicine and Surgery in 
the central office and the seven area medical offices; included 
910,000 of personal property (acquisition value) was allo- are salaries, travel and like expenses. 
cated for health purposes which probably had a fair market Medical Research®... 16.344.000 
value of roughly $18,000,000, During the same period, ap- Medical Research”................. wee 
proximately $1,229,582 of real estate ( acquisition value) was ha 
transferred with a fair market value of $319,806. It is ex- ee 
pected that the level of donations and transfers for the current 
wear wi in ishtly in , cal research, $2,803,300; prosthetics testing, $1,000,000; 
~d year will be in line or slightly in excess of last year's neuropsychiatric, $1,659,100; tuberculosis, $1,130,900; other 
$150,000. 
Feed end Doug Alterations, Improvements and Repairs®................$2,700,000 
re last year: $2,028,000 
For administering the Food, Drug and Cosmetic Act, Con- 
gress voted the above funds. FDA will also realize an esti- 
mated $1,410,000 from fees paid by industry for certification 
last year: $4,000,000 
For a number of years the Office of Education has been 
making grants to states chiefly for vocational education. Dur- 
ing the last fiscal year approximately $4,000,000 was made 
able approximately $34,000,000 for grants to states, of which 
$4,000,000 is again earmarked for the practical nurse train- ______—__—______ 
last year: $657,071,000 


Medical Care—Philippine Vet $1,250,000 
last year: $1,500,000 


Until 1960 the U. S. will contribute for the medical care 
of Philippine veterans. 


DEPARTMENT OF DEFENSE 


(This Year: Approx. $751,115,000—Last Year: 
Approx. $702,305,000 ) 


The estimated cost includes expenses normally associated 
with the operation of military hospitals and s, mili- 
utilities, communications, transportation travel subsistence, 
maintenance and repair of buildings and grounds, expenses for 
construction, dependent medical care, medical education and 
training, medic 


Air Force Medical Services”................ Approx. $221,000,000 
last year: $211,400,000 
The estimated cost includes ex s normally associated 


penses 

with the operation of military hospitals and dispensaries, 
military and civilian salaries, medical supplies and equipment, 
utilities, communications, transportation travel subsistence, 
maintenance and repair of buildings and grounds, expenses 
for construction, dependent medical care, medical education 
and training, medical research and preventive medicine. 


ncludes expenses normally associated 
with the operation of military hospitals and dispensaries, mili- 
tary and civilian salaries, medical supplies and equipment, 
utilities, communications, transportation travel subsistence, 
maintenance and repair of buildings and grounds, expenses for 
medical care, ae ee education and 


(Health & Medical) Approx. $115,000 
last year: $105,000 
For salaries, travel and administration of this office, and 


ATOMIC ENERGY COMMISSION 
(This Year: $45,462,000—Last Year: $40,085,000 ) 
The Atomic Energy Commission's Division of Biology and 


: 


: 
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INTERNATIONAL COOPERATION ADMINISTRATION 
( This Year: $39,600,000—Last Year: $37,300,000) 


Cooperation Administration through co- 
financed programs is helping 44 countries, at 
their request, to im their health and living conditions. 
The broad range of health projects falls into the fields of: 


small 

water systems and sewage disposal); (3) development of 
rural health services and facilities (health centers, hospitals, 
clinics, laboratories); (4) training of personnel both locally 
and in the United States; (5) the establishment and de- 


\ of health training institutions (schools of 
nursing, schools of public health ). 
Malaria Eradication Program............................... $25,600,000 


In the Mutual Security Act, the 85th Congress authorized 
U. S. participation in a world-wide malaria eradication pro- 
gram not to exceed the amount indicated above. 


DEPARTMENT OF STATE 
(This Year: $21,638,380—Last Year: $15,718,110) 


United Nations Children’s Pund.......................... $11,000,000 
last year: $10,000,000 

The United States’ share of the Children’s Fund is up 
about $1,000,000 over last year for a total of $11,000,000. 
The percentage of U. S. contribution to the total fund has 
dropped slightly from 55% to 52.5%. Other governments in- 
creased contributions from $8.2 million last year to $9.9 mil- 
lion this vear. There are 81 contributing governments and 
territories. The fund is aiding 324 health and medical proj- 
ects in 104 territories and benefiting 50 million children and 
others. More than 45,000,000 children and pregnant and 
nursing mothers benefited directly from the Fund last year. 
More than 14,000,000 children were vaccinated against 
some 28,000,000 were protected with DDT 


This country’s share of the WHO budget remains at about 
one-third of the total assessments of the 85 member govern- 
ments. Last year WHO was sponsoring about 600 projects in 
117 countries and territories. WHO's overall budget is 
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last vear: $14,000,000 
Army Medical Services®......................Approx. $295,000,000 (1) epidemic and infectious disease (malaria, trachoma, 
= 
Naval Medical Services*......................Approx. $235,000,000 
last year: $220,100,000 
1 
Vv. 
Office, Asst. Secretary of Defense 
against malaria, some 2,800,000 children and mothers were 
treated for yaws, bejel, or syphilis, 900,000 children were 
for travel expenses and consultant fees for the Defense De- treated for tracoma. 
partment Civilian Health and Medical Advisory Council. World Health Organization...........................$7,424,380 
The 85th Congress placed restrictions on the Dependents last vear: $4,200,110 
Medical Care Program ( Medicare ). Because of these changes, : 
reliable program cost estimates cannot be made at this time. re 
ee broken down this way: approximately 88% for operating pro- 
grams, 9% for administration, and the rest for organizational 
Medicine has about $5.4 million more than last year for re- meetings. WHO actually had three appropriations from the 
search projects. This year's total includes the following U. S. The first is for $4,666,480 for its general activities; the 
spending plans: cancer, $4,172,000; other medical, $12,- second for $300,000 for research; and the third for $5,000,- 
268,000; biological, $14,104,000, biophysical, $1,784,000, 000 for malaria eradication which will come from ICA's 
development of new laboratory equipment, $2,498,000; vo- $25,600,000. This organization also administers $5,462,000 
cational and special training, $2,220,000, radioisotope dis- obtained from the U. N. technical assistance program. Ap- 
— $310,000; roca science, $5,394,000; and proximately $2,457,900 of this total comes from the U. S. 
| Pan American Sanitary Bureau................................$1,914,000 
*A Defense Department source gives this explanation: All last year: $1,518,000 
dollar amounts are estimates and have been rounded because The United States is contributing approximately two-thirds 
military appropriations are not broken down into categories of the Bureau's regular budget which this calendar year 
of medical expenditures. The estimated increase during fiscal totals $3,000,000. In addition, this country hopes to allocate 
$3,000,000 for 1959 malaria eradication programs which will 
come from ICA's $25,600,000 (see above). The Bureau, 
in existence many years before WHO was organized, is the 
regional office of WHO for the Americas. The Bureau is 
sponsoring health programs in 20 Latin American countries, 
dependent territories of European powers in this hemisphere, 
and the United States. 
Health Program for Overseas Employees................$1,300,000 
(new program ) 
The Department of State furnishes health care to 10,000 
overseas 15,000 of their de- 
pendents. In the case of the government pays 
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for medical care only after the first $35 of expense incurred 
for a single illness. In most cases, medical 


NATIONAL SCIENCE FOUNDATION 
( This Year: $19,575,000—Last Year: $7,500,000) 


The Foundation’s overall budget of $130,000,000 is $90,- 
000,000 above last year’s The 


OFFICE OF CIVIL AND DEFENSE MOBILIZATION 
(This Year: $13,617,000—Last Year: $3,177,000) 


Under Reorganization Plan No. 1 of 1958, the Federal 
Civil Defense Administration and the Office of Defense 
Mobilization were consolidated into what is now the Office 
of Civil and Defense Mobilization. The total budget for this 
new agency is $45,285,000. The health and medical activities 
will expend $13,617,000 broken down as follows: salaries and 

$403,000; research $179,000; education (medical 


FEDERAL EMPLOYEES HEALTH PROGRAMS 
(This Year: $11,000,000—Last Year: $10,000,000) 


DEPARTMENT OF LABOR 
(This Year: $8,827,000—Last Year: $8,069,476) 
Bureau of Employees’ Compensati 


An estimated eligible 
Federal Employees’ Compensation Act for medical and 
care, rehabilitation services, disability and death 


Hi 


For of industrial safety, the Bureau plans to 
— 12,300, and for re-em programs of the 

ysically handicapped, $214,700. The agency develops 
standards for hazardous occupations, assists the states in 
accident prevention programs and assist states and unions 
in training safety personnel. 

PANAMA CANAL COMPANY AND 
PANAMA CANAL ZONE GOVERNMENT 


(This Year: $3,959,900—Last Year: $5,988,300) 


DEPARTMENT OF JUSTICE 


DISTRICT OF COLUMBIA 


pend $32,605 

amount is included approximately $12,498,000 for care of the 
District’s insane in St. Elizabeths Hospital. Since such sum is 
shown in this report under St. Elizabeths Hospital, it may be 
deducted from the District’s appropriation for public he 

leaving a net balance of $20,107,000 in that category. Since 
the federal contribution to the District budget represents only 
one-tenth, then the federal contribution attributable to health 
and medical activities can be approximated at $2,000,000. 


FEDERAL TRADE COMMISSION 
( This Year: $1,600,000—Last Year: $1,500,000) 
The Commission plans to spend about the same as last year 
in 


DEPARTMENT OF COMMERCE 


Civil Aeronautics Administrati 
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tainable. Expenditures for operating public health activities, 
including sanitation, health director's office, Division of Vet- 

our government overseas and facilities operated by the erinary Medicine, preventive medicine and quarantine and 

United States Public Health Service are utilized. However, general government expense applicable to the Health Bureau, 

in some cases private physicians and private hospitals are should total $882,300. The four hospitals operated by the 

used. Health Bureau of the Canal Zone Government contain 1008 
beds as follows: Gorgas Hospital (440), Coco Solo Hospital 
(148), Corozal (300), Palo Seco Leprosarium (120). In 
addition there are two dental clinics, one medical clinic and 

575,000 is earmarked for research grants in the biological DEPARTMENT OF TREASURY 

and medical sciences. The Foundation provides support for 500. rear: 

basic scientific research, for training and education in the 

sciences through fellowships and programs to improve science a 

a a and prevention of violations of the federal narcotic and mari- 
huana laws. Subsidiary functions are: (1) exercising control 
over the legitimate manufacture and distribution of narcotics 
within the United States through a quota-system and super- 
vision over approximately 302,000 qualified registrants 
(physicians, pharmacists, dentists, wholesalers, etc.); and 
(2) training of narcotics law enforcement officers sponsored 
by local and state law enforcement agencies. Increased em- 
phasis is being placed on drying up interstate and inter- 
national sources of illicit supplies. 

education for national defense), $135,000; federal medical Fe 

stockpiling, $12,400,000; federal matching contributions re : 

medical equipment for state agencies, $500,000. The figure represents the Bureau of Prisons’ estimate of the 
cost of medical and dental services for approximately 22,000 

Another health program, this one available to all federal Health Service assi to the prisons and to ci 
3 civilian workers, provides limited services through health service personnel for services that include psychiatric, medi- 
58 clinics. They are operated by federal agencies which employ cal, surgical, nursing and dental treatment. Another approxi- 

300 or more persons in any one area. By regulation, maxi- mately $105,000 is earmarked for fees to 220 consultants in 

mum cost of a health service cannot exceed $13 a year per various medical specialties. 

employee, although special industrial conditions or minimal Re 

size units may warrant a higher ceiling. Services include os ae 

treatment for on-the-job illness and physical examinations for (This Year: $2,000,000—Last Year: $3,700,000 ) 

employment. Only a rough estimation can be made of the federal con- 
tribution for health and medical programs of the District of 
Columbia. The total District budget for all governmental 
functions is in the neighborhood of $204,000,000. Congress 

,000 has appropriated $20,000,000 for this year toward the cost of 
last year: $7,500,000 the District government or about one-tenth of the total. The 
s, funeral and burial expenses. For treatment of em- 
y private doctors and hospitalization in private fa- 
he Labor Department has set aside $6,200,000 this 
Bureau of Labor 000 
last year: $569,476 
fc 
food, drugs, cosmetics and devices. This is nearly 20% of the 
agency's total budget of $5,975,000. FTC is charged by 
Congress with the safeguarding of life and health of the 
public through the prevention of the dissemination of false 
advertisements of various products. 
(This Year: $1,212,400—Last Year: $911,300) 
Expenditures for fiscal 1959 for operation of Canal Zone last : pon 
hospitals and clinics is estimated at $6,343,800. Medical — ‘ 
services are available to Zone employees and their depend- Spending for the Civil Aeronautics Administration flight 
ents, certain military and other persons. Some of these pa- safety is divided as follows: $375,000 for salaries 
tients make payments toward the cost of their medical care, and aietiedine expenses at headquarters; $170,000 for 
which payments are returned to the United States Treasury. similar expenses in regional offices; $55,000 for the CAA 
In 1959 such revenue is estimated at $3,266,200. When last Medical Research Laboratory at Oklahoma City. Five full- 
year’s report was compiled, the revenue figure was not ob- time and four part-time medical officers in the field supervise 


the periodic of commercial 
and private pilots. CAA has 1,826 designated medical exam- 
iners in the United States and overseas. A total of 225,614 


developmenta its own initiative 

quest of others. The will 6170000 of its own 
money this year as follows: $117,200 for radiation research; 

dental materials research. In addition the Bureau will receive 


CIVIL SERVICE COMMISSION 
(This Year: $426,000—Last Year: $387,000) 


PRESIDENT'S COMMITTEE FOR EMPLOYMENT 
OF PHYSICALLY HANDICAPPED 


( This Year: $214,700—Last Year: $182,575) 


development and promotion of educational programs 
qualified physically handicapped persons. It ~ 4 entails ex- 


SMALL BUSINESS ADMINISTRATION 
(This Year: $150,000—Last Year: $70,000) 


DEPARTMENT OF THE INTERIOR 
(This Year: $140,000—Last Year: $154,950) 


NATIONAL ADVISORY COMMITTEE TO 
SELECTIVE SERVICE 


(This Year: $19,000—Last Year: $19,000) 

In requesting this budget, which is the same as last year's 
appropriation, the National Advisory Committee to Selective 
Service was informed by the military it probably would not 
be necessary to make draft calls for physicians in the current 
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fiscal year. In any event, if calls were would 
be less level which obtained when state and terti- 


OFFICE OF THE ATTENDING PHYSICIAN OF 
CONGRESS 


(This Year: $13,145—Last Year: $12,145) 


corpsmen are paid from Navy funds. 
Tasie 2.—Payments to Individuals Because of Disability 
Through Programs in Which the U. $8. Government 


Participates (fiscal year ending June 30, 1959) 
(Small groups of federal retirees’ plans not listed; administra- 
tive cost of program omitted) 


Programs Payments 
BLN 1,332,000" 
Military Retirement Permanent & 
Federal Compedsation 
ala to ry Permanently & 
Totally Dieabled...... i000 20 000° 
K - ren Aid 
( tated father segment)...... 735,000 
Annuity Payments to 
Assist 
& 45% states; Civil Service 
wr, 8. ) 
Social Security. OASI Disability 
Ry Over Ame 333,000,000 
‘ ts of Disabled orkers'. 3,000 
(These financed by OAsi 
Payroll Tax 
A. Permanent Disability for Regular Job 000 42,000,000 
Permanent Disability for 
C. Temporary Disability.................. 150,00 
programs financed 4% employ 
ers employees.) 
5807 


* $143.9 million of this total is provided from U. 8. funds. Additional 
program administrative cost is about #298 million (11.5%): U. 8. 
share is $14.9 million. 


* Provided to 167,000 families. $142.4 million of benefits is federal. 

4 million. 

* U.S. contribution to ram is Additional adminis. 


$45.4 million. 
trative cost is #.4 (7.3%); U. 8. share is $3.3 million. 
* Number of persons in this program increased by 11,400 over last 
r. 


beneficiaries are estimated at mid-year; July 1, 1950 
estimate is 330,000. an 


Eligibility based on disability my the 52,000 
beneficiaries listed is at mid-year: by July 1, 1900 total will reach 


penefits as dependents of disabled workers; 


ee toria es and staffs were in operation. Congress 
examinations were made last year and a similar number are the $19,000 appropriation for a skeleton staff and for 
expected to be made this year. For this service, pilots pay expenses of national advisory committee operations, plus nom- 
examining physicians directly. inal expenses of state committees which are now on a stand- 
oe $612.400 by basis. Because it now appears that several hundred 
National Bureau of Standards........... ee ae physicians will have to be called before next June 30 via the 
last year: $526, draft, additional funds will be requested when Congress 
The Bureau of Standards performs tests and engages in convenes in 1959. The National Advisory Committee has the 
responsibility of advising Selective Service on deferment 
policies for physicians in residencies, teaching positions, 
essential laboratory and clinical research and re persons 
deemed necessary to protect civilian health at a time when 
draft calls are being made. The state and territorial com- 
$435,600 from other agencies, divided as follows: $71,100 for mittees assist the national committee when their services are 
radiation research, $91,000 for air pollution research; $49,000 required. 
for instrument testing; $63,500 for anesthesiological and 
terials research, and $68,000 for preparation of C-14 labeled 
carbohydrates. 
Since 1928, the Office of the Attending Physician of Con- 
pe grees hes provided outpatient care for members of the House 
and Senate and their staffs. By an act of that year, the office 
The Commission's total budget is approximately $15,200,- has been filled by a medical officer of the United States Navy. 
000, out of which about 2.3% goes to the medical division for Sole occupant of the post has been Rear Admiral George W. 
salaries of eight physicians in Washington and eleven in the Calver (M. C.), U. S. N. Funds voted by Congress are for 
regional offices. The medical division's duties include estab- medical supplies and equipment and contingent expenses. 
lishing and reviewing physical standards for all civilian jobs 
in the Federal Government, supervising and adjudicating 
disability claims for retirement, and setting professional 
standards of doctors and ancillary personnel to be employed 
in 
Vv. 
The Small Business Administration provides financial 
assistance to hospitals, convalescent and nursing homes, med- 
ical and dental laboratories, and physicians for expenses, 
improvements and general operations. Small Business Ad- 
ministration loans are of two types: participation loans, those 
made jointly with banks and other private lending institu- 
tions; and direct loans, where no participation is available. 
Since all loans must be of such sound value or so secured as 
reasonably to assure repayments, no program losses are 
anticipated. SBA officials estimate that administrative ex- 
penses for the headquarters and field offices will approximate 
$150,000, which is about 1.5% of the total administrative 
fund available for all lending operations. 
The Bureau of Mines, operating within the Department of 
the Interior, has a total appropriation of $5,585,000 for health 
and safety activities for this fiscal year. Identifiable health 
programs and expenditures are as follows: $41,000 for a pro- 
gram for silicosis prevention in mines; and $99,000 for 
studies on natural and equipment fuel gases in mines and 
effect of radioactivity in metal mines. 
| 
listed is at mid-year; by July 1, 1960 total will reach 134,000. 
1 EER ment made for payments to one individual through 
more than one program 
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The material presented in the following pages 
constitutes the 58th Annual Report on Medical 
Education in the United States and Canada, com- 
piled by the Council on Medical Education and 
Hospitals of the American Medical Association. 
This report is concerned specifically with basic 
medical education, certain facets of graduate edu- 
cation beyond medical school, postgraduate med- 
ical education, and education and training in areas 
allied to medicine which have requested Council 
cooperation and participation. Detailed informa- 
tion regarding postgraduate medical education is 
presented annually in a separate issue of THe Jour- 
nat (Aug. 16, 1958). Graduate medical education 


Tasre 1.—New Four-Year Medical Schools Developed in the 
United States and Canada During the 15-Y ear Period 
1943-1958 


First 
Four-Year Graduates of 
Originally Program Pour-Year 


Name of Institution Founded Inetituted Program 


Medical College of Alabama .... 1943 
University of California 

University of Miami .............. Ive lee ae 
University of Florida ............. lowe 1967 tw 
University of Missiesippi® ........ 
University of Miseouri* .......... 
Albert Einstein College 

of how me 
Seton Hall College of Medicine _.. 
University of North Carolina’ .. 
University of Puerto Rieo ........ la lw 14 
University of Texas Southwestern 
University of Utah* .............. 
University of Washington ....... 
University of Kentueky .......... Currently being or- rane) 

ganized 
West Virginia University® ........ ler Four-year program 
under 

University of Saskatehewan* .... 1967 
University of Ottawa ............ 
University of Britikh Columbia .. me 


* Former two-year school of basie medical science. 


including internships, residencies, fellowships, and 
certain pertinent data regarding the specialty 
boards is revised annually and has been published 
in the Oct. 4, 1958, issue of Tue JourNAL. 

The data presented cover the academic year 
1957-1958 and have been derived from official 
sources in all instances. The basic questionnaire on 
which medical schools submitted their annual data 
for this report was prepared jointly by the Council 
on Medical Education and Hospitals of the Ameri- 
can Medical Association and the Association of 
American Medical Colleges. Presentation of the 
following information has been made possible 
through the cooperation of medical school and 
university officials, representatives of government 
agencies, and the officials of the technical areas 
allied to medicine which are included. 


and organizations who have cooperated in furnish- 
ing the information on which this current report 
is based. 


As one reviews the passing scene and notes the 
dates of establishment of medical schools, the past 
15 years have witnessed remarkable developments. 
During this period 13 additional four-year programs 
have been activated in the United States and three 
in Canada. Two other schools (Kentucky and West 
Virginia) are in development but have not yet 
implemented their new programs. Eight of these 
currently activated four year schools represent en- 
tirely new institutions, and all but three of them 
(Florida, Albert Einstein, and Seton Hall) have 
already been adding physicians to the ranks of 
the profession through graduation of one to several 
classes of students. The other five institutions in- 
clude those which have augmented their programs 
during this period from former two year schools 
of basic medical science to four-year degree-grant- 
ing schools, all of which have graduated classes. 

The University of Kentucky is currently engaged 
in the planning and development of its four-year 
school but has not yet activated its teaching pro- 
gram. West Virginia University School of Medicine 
is completing its new facilities and the faculty or- 
ganization involved in converting from a two-year 
school of basic medical science to a four-year 


program. 

In Canada, during this period, there have been 
two entirely new four-year medical schools and 
one institution which has converted its program 
from two years of basic medical science to a four- 
year curriculum. 

Table 1 lists the institutions to which reference 
has been made, giving the original dates of their 
organization and also the dates when some schools 
starting as two-year institutions initiated four-year 
programs. The accompanying photographic repro- 
ductions portray these interesting and impressive 
facilities which have been developed during the 
15-year period. In many instances the 
give only a partial indication of the teaching, re- 
search, and clinical facilities utilized. In presenting 
the photographs of these four-year institutions de- 
veloped during the 15-year period, it should also 
be indicated that practically all of the medical 
schools in the United States and Canada have 
benefited from additions to their physical facilities 
during this period and that a complete photo- 
graphic story of such developments would fill many 
additional pages. 
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FIFTEEN YEARS OF GROWTH 
l 
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PROGRESS AND EXPERIMENTATION IN 
MEDICAL EDUCATION 
MAJOR DEVELOPMENTS OF INTEREST 

Forty-nine of the 85 ting medical schools 
in the United States 7 of the 12 Canadian 
schools reported major new developments during 
the 1957-1958 period. These included changes in 
administrative organization (19 United States and 
2 Canadian schools), changes in methods of student 
selection (9 United States schools), curriculum plan- 


(20 United States and 1 Canadian school), student 
loans and scholarships (8 United States schools), 
salary . maintenance, equipment, re- 
search, and basic endowment. 

It is significant that during recent years the areas 
in which most active major changes continue to 
many 
costly facets of medical educa 

HISTORICAL NOTE ON THE CURRICULUM 


In connection with curriculum studies and re- 
adjustments it is of interest to recall a historical 
note. On April 4, 1909, the Council on Medical 
Education reviewed a schedule of 10 subjects with 
the number of hours assigned and voted to recom- 
mend this 4,100-hour program as a “working sched- 
ule for the medical curriculum.” In its minutes of 
that date the Council specifically stated that: “It 
was the general opinion of those present that this 
schedule should not be made a hard and fast re- 
quirement to which all colleges should comply, 


been consulted before it was finally presented. 

At their meeting the next day, April 5, 1909, the 
Council members reviewed their actions of the 
previous day. Fear was expressed by certain mem- 
bers that some of the state examining boards would 
adopt the standard curriculum set forth by the 
Council as a guide and make it obligatory on med- 
ical colleges if their graduates were to be qualified 
for examination. To counteract any such possibility 
the following resolution was adopted: 


Whereas, the object of the Council on Medical Education 
Committee M 


curriculum for the purpose of having it serve as a standard 
which medical schools must conform or be 
not 


in good standing, therefore 


education is the recent announcement of plans for 
a major educational program at Duke University, 
medical research scientists. As presented, the 

gram is planned with the objective of training 
medical students and hospital resident physicians 
in the methodology and utilization of research 


$500,000 will be utilized in the provision of quar- 
ters and equipment with the balance allocated for 
salaries and maintenance. The program will be 
housed in a new four-story addition to the Bell 
Medical Research Building at the Duke Medical 
Center. Construction was initiated during the sum- 
mer of 1958, and it is planned to admit the first 
class of research students in July, 1959. . The faculty 
will include six full-time teacher-i who 
will become members of the medical center staff. 
As currently envisioned, the program will be geared 
to train about 20 students, who will mnagpete the 


staff nn eg a small number of 
dates in the basic medical science departments and 
in nonmedical sciences. Student selection will be 
based largely on “evidence of a research bent of 
an inquiring, critical and original mind,” and Duke 
students will be given priority consideration. The 
announcement indicated that the individuals com- 
posing the planning committee for this program 
include Dr. Eugene A. Stead Jr., Chairman, De- 
partment of Medicine; Norman F. Conant, Ph.D., 
Professor of Mycology; Dr. David T. Smith, Chair- 
man, Department of Microbiology; and Dr. Joseph 
E. Markee, Ph.D., Chairman, Department of 
Anatomy. 


RESUME OF FIRST YEAR OF JOINT STUDY OF 
THE UNIVERSITY OF BUFFALO SCHOOLS 
OF MEDICINE AND EDUCATION 

The University of Buffalo School of Medicine 
has completed the first phase of a joint study with 
the School of Education to determine whether the 
instructional program in a medical school might be 
strengthened by the development among medical 
teachers of greater familiarity with educational 
principles and techniques. The first year of the 
investigation was devoted to an examination of 
current medical teaching practices by professionals 
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Resolved, that every publication of a curriculum that 
hereafter may be made by the Council, its members, or its 
officers as such, shall state explicitly that the Council does 
not consider it in the interest of true progress in education 
that any standard curriculum whatever shall be uniformly 
adopted by all medical colleges. 
DUKE UNIVERSITY INITIATES NEW PROGRAM 
Among the developments of interest to medical 
ning and activation of modified programs (26 
United States and 5 Canadian schools), and sig- 
nificantly augmented financial resources (37 United 
States and 5 Canadian schools). Augmented fin- 
ancial resources covered funds for construction tools and techniques. It is reported that the finan- 
cial support for the first three years of operation 
will come from grants totaling over three quarters 
of a million dollars. Of this sum, approximately 
and that a strict uniformity of curricula among all 
colleges was undesirable.” The schedule which had 
been outlined represented the combined opinion 
of over 100 leading medical educators who had 
tirely educational and suggestive and, 
Whereas, the impression prevails among medical teachers 
and members of state boards that the Council is framing a 
be it 
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thirteen medical teachers, representing the Uni- 
versity of Buffalo and six other medical schools, 
who have now taken part in the program, are 
agreed that professionals in education can make 
an important contribution to education in medicine. 
An ahs aagen evaluation of the effect of the pro- 
pon participants confirmed the impression 
thet both their attitudes and practices had been 
modified by the experience. The data accumulated 
during two years of seminars made it possible to 
identify those items in education which had the 
greatest impact upon the participating teachers. 
This information is now being used in the construc- 
tion of a second phase in this joint project which 
will have as its objective the provision of a more 
realistic opportunity for medical teachers to en- 
gage in a concentrated period of study of educa- 
tional principles and techniques in a medical 
context. The first of a series of two-week institutes 
on medical teaching was held in June under the 
joint sponsorship of the University and the Asso- 
ciation of American Medical Colleges. It was at- 
tended by 25 representatives of 20 medical schools 
in the United States and Canada. It will be repeated 
once or twice in the 1958-1959 academic year and 
at intervals thereafter. In addition to the institutes 
which provide an opportunity for teachers in other 
medical schools to share this experience, a continu- 
ing series of seminars will be held for the Buffalo 
faculty. 
This program is supported by the Common- 
wealth Fund. 


UNIVERSITY OF WASHINGTON FACULTY 
TEACHING CONFERENCE 
In September, 1957, the University of Washing- 
ton medical faculty held a two-day conference on 
teaching in the clinical years. The entire faculty, 
basic science and clinical department members in- 
cluded, heard reports from some of their own col- 
leagues who had visited outstanding teaching 
programs at other medical schools. The pros and 
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cons of these programs and the possibility of utiliz- 


REVIEW OF 30-YEAR EXPERIMENT WITH PRECEP- 


in Medical Education through the medium of the 
Wisconsin Program. As reported by 
Bowers and Parkin,’ the students are enthusiastic 
over the program and apparently look forward to 
it as one of the high points of their medical school 
career. The students who spend 12 weeks out of 
the 48-week senior year in this program express 
the belief that this allocation of time for the pre- 
ceptorship should not be reduced. Those students 
who have completed the experience indicate that 
its greatest benefit was the opportunity to see the 
acute disease which they do not encoun- 
ter frequently at the University Hospital. They also 
find that their patient relationships are more inti- 
mate, penetrating, and more satisfactory as they 
make the initial contact with them rather than 
after the various preliminary admitting procedures 
involved with the patients at the teaching hospital. 
They have more opportunity to see the patient's 
family and to understand the total problem as well 
as to learn how to more effectively talk with pa- 
tients. The experience with a preceptor sometimes 
helps to determine the field of medicine that the 
student decides he does not wish to enter as well 
as suggesting a possible major field of interest. 

Bowers and Parkin indicate a few of the debits 
that have accompanied the plan. For instance, some 
students conceive of the preceptorship as an op- 
portunity to prepare for internship. In some situa- 
tions students see too many patients during the 
day and develop a tendency to utilize short cuts 
in their evaluations of individual patient problems. 
In other instances the student may be allowed to 
be too much on his own. Some students find they 
work harder during the preceptorship than during 
any other phase of their medical education and 
that there is inadequate opportunity for follow-up 
study. 

Page and Anast,’ in summarizing an alumni eval- 
uation of this 30-year program, found that those 
who looked back on their participation in it as part 


ing certain of their advantageous aspects in whole 
or in part were thoroughly discussed. This con- 
ference was part of a study of patient care and 
teaching made possible by a grant from the Com- 
monwealth Fund. The fourth of these annual con- 
ferences to be held by this faculty was scheduled 
for September, 1958, and was intended to focus 
attention on teaching of basic sciences during the 
clinical years. 
medical student population and the influence of EE 
personal and environmental factors in ech Ye TORSHIPS AT THE UNIVERSITY OF WISCONSIN 
or It is desirable on occasion for an institution to 
it relates to medical education; and the materials evaluate carefully the program innovations and 
and methods of instruction in a medical school and curriculum modifications which have been made 
The project coordinator has reported that the if 
( isconsin has reported its 30-Year Experiment 
l 
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of medical education were generally enthusiastic. 
It was considered to afford a close teacher-student 
relationship that had been of genuine value. The 
study could present no evidence that this preceptor 
program had acted to encourage graduates to enter 
the field of general practice or to settle in rural 
areas. On the contrary, it was of interest to note 
that the study revealed evidence that graduates of 
Wisconsin enter practice with as great 
or greater frequency than the alumni of comparable 
medical schools which have not included precep- 
torships in their programs. 
WESTERN RESERVE REPORTS ON 
FIRST EVALUATION STUDIES 


It is now 12 years since the faculty of the School 
of Medicine at Western Reserve University initiated 
the planning of the program of medical education 
which was activated in 1952. The new program at 
Western Reserve was an outgrowth of growing dis- 
satisfaction with existing programs and the convic- 
tion that the education of physicians could be 
improved in a number of ways. As the program 
developed the faculty has been confronted by 

as to whether it is possible to evaluate 
it effectively in a way as to provide meaningful 
results. There has been continuing critical study 
of the program by a subcommittee on evaluation 
which was established in 1953 and which has en- 
deavored to develop a broad concept for research 
in medical education. Dingle and associates * have 
recently outlined the approach to the problem of 
evaluation and indicated the fields in which their 
studies are being done. They have suggested the 
need for suitable evaluation of any program in 
medical education, and their experience to date 
has emphasized some of the difficulties inherent in 
any such effort. Their studies have shown that re- 
search in medical education appears to be as greatly 
needed as it is in other fields of endeavor. In fact, 
it is suggested that consideration be given to es- 
tablishing, at the school, an adequately staffed 
division of education research with the primary 
concern of (1) evaluation of the effectiveness of the 
program in relation to objectives and in relation 
to standards of contemporary medical education, 
(2) research in student development, (3) research in 
teaching methods; (4) research in testing methods; 
and (5) training of investigators in educational re- 


The first report of the Western Reserve studies 
has been presented by Horowitz, Brozgal, and 
Eaton* and deals with observations of first-year 
students in preceptoral groups. This report pre- 
sented observations of the reactions of first-year 
medical students in preceptoral groups in a clinical 
science program and, to a limited degree, described 
the behavior of their preceptors. It is recognized 
that full evaluation of the effectiveness of a pro- 
gram such as that being conducted at Western Re- 
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serve University will not be possible until a con- 
siderably longer period of “follow-through” has 
elapsed. This first report, however, presents some 
important challenging observations which merit 
careful study on the part of those concerned with 
ways and means of improving medical education. 
While the study reports only part of the over-all 


program, it records observations of 
that may well be utilized in part by other 
tions pursuing experimental reorientation of 
early phases of the medical curriculum. 


several years ago by the Bureau of Applied Social 
Research of Columbia University. This study was 
conducted in collaboration with the students and 
faculties of the Schools of Medicine of Cornell 
University, University of Pennsylvania, and West- 
ern Reserve University. These introductory presen- 
tations are apparently intended to be part of 
periodic series of reports of special studies in the 
sociology of medical education which will extend 
over a number of years before any final comprehen- 
sive synthesis will be attempted. Eventually the 
studies will include the sociological evaluation of 
graduate medical education which is discussed else- 
where in this current education number of THe 
JOURNAL. 

In its initial section this first report deals with a 
thought-provoking section on preliminaries to a 
sociology of medical education, and a resume of 
the Cornell Comprehensive Care and ber yon 
Program. The second section is concerned with 
career decisions such as the decision to study 
medicine, some compari of medical and law 
school entrants, and tendencies toward specializa- 
tion in medical training. The third section discusses 
the processes of attitudinal learning and the final 
portion of the report presents changes in the Cor- 
nell Care and Teaching Program and the range of 
patient contacts in it. Again, this report brings to- 
gether in better focus certain aspects of an experi- 
mental program in medical education that has been 
underway for a number of years, presenting data 
of value to other institutions considering curriculum 
realignment. 


PITTSBURGH OUTLINES PLAN OF 
EXPERIMENTAL PROGRAM 


Moses, Gregg, and Danowski * have presented an 
outline of an experimental curriculum of medical 
education for modern medicine which is being de- 


| 

INTRODUCTORY STUDIES IN THE SOCIOLOGY 

OF MEDICAL EDUCATION 
Another valuable contribution in the field of 
medical education was the publication of the Intro- 
ductory Studies in the Sociology of Medical Edu- 
cation. In this volume, Merton, Reader, and Ken- 
dall,” present a collection of papers constituting 
the first set of reports on continuing studies in the 
sociology of medical education which were begun 


regu 
Subsequently, the curriculum of these students will 
be modified in accord with their interests and 


ANNUAL TEACHING INSTITUTE OF 
ASSOCIATION OF AMERICAN MEDICAL COLLEGES 

The 1957 Teaching Institute of the Association 
of American Medical Colleges, held in Atlantic 
City, Oct. 16-19, focused attention on the ecology 
of the medical student. This was the second succes- 
sive institute which was primarily student-centered, 
the preceding one having dealt with the appraisal 
of applicants to medical schools. The major areas 
considered included (a) the various intramural 
forces affecting medical students; (b) the diversity 
of values and objectives in medical education; (c) 
noncurricular factors affecting medical students; 
(d) the development of professional attitudes and 
capacities; and (e) educational patterns for medi- 
cine. The 1957 Teaching Institute stimulated fur- 
ther interesting and critical self-appraisal and 
inte ication in regard to the student in the 
process of medical education. 

The 1958 Institute conducted at Swampscott, 
Mass., Oct. 7-11, was the first of the institutes deal- 
ing with clinical teaching. Many individuals in 
medical education have been awaiting with interest 
and anticipation the first of the clinical teaching 


European system of medical education. 

There is no question but that the previous insti- 
tutes sponsored by the Association of American 
Medical Colleges have led to markedly enhanced 
interc icati between medical faculties 


FOCUS ON FUTURE NEEDS IN 
MEDICAL EDUCATION 


CHALLENGES TO MEDICAL EDUCATION 


At the 54th Congress on Medical Education and 
Licensure held in Chicago, Feb. 9-11, 1958, atten- 
tion was focused on the challenges and future 
needs in medical education. The reasoning behind 
and the purpose of this Congress was presented by 
Dr. Leland S. McKittrick,’ Chairman of the Council 
on Medical Education and Hospitals, by posing the 
question: “Are those responsible for supplying med- 
ical needs to the people in this country aware of 
what these needs will be in the forseeable future, 
say in the next 15 to 20 years; and are proper and 
effective efforts being made to meet them?” Doctor 
McKittrick indicated the emphasis that had been 
placed on physician-population ratios and raised a 
second question as to whether the answer to this 
situation was as simple as the production of new 
jo in proportion to the increase in popu- 

tion. 


Addressing the Congress as President of the 
American Medical Association, Dr. David B. All- 
man” indicated that: “changes affecting every 
aspect of human life are occurring at an ever ac- 
celerating rate” and that “they have presented new 

and challenges to medicine and its allies 
as well as to other areas of activity.” These changes 
have been reflected by “sincere concern in regard 
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veloped at the University of Pittsburgh. It is de- institutes. This institute dealt with such areas as 
signed to permit a small number of students greater (a) objectives of clinical teaching and (b) the varia- 
flexibility in their college and medical educational tion of emphasis in objectives such as (1) the case 
experience. The program as suggested would per- for emphasis on the practical and encyclopedic, (2) 
mit those students deeply interested in a scientific the case for emphasis on social forces and environ- 
career in a medical field to pursue a course more ment, (3) the case for emphasis on scientific meth- 
appropriately designed to such an objective. Like- od, (4) “The Science, the Art and the Heart; A 
wise, it would make it possible for the students Synthesis of Objectives in Clinical Teaching”; and 
primarily interested in becoming family physicians (5) the extramural forces influencing medical edu- 
or clinical specialists to participate in educational cation from the point of view of the philosopher, 
experiences designed toward such ends. Both scien- the economist, and the behavioral scientist. It also 
tific and humanistic aspects of the program would dealt with the setting of clinical teaching including 
be strengthened to permit potential scientists and medical service in the teaching hospital, the rela- 
clinical specialists to initiate the specialized phases tionships of a university to a teaching hospital, and 
of their education at an earlier date. Furthermore, hospitals and clinical teaching. The third general 
it is believed the curriculum of students electing topic centered on the student, the patient, and the 
the clinical practice of medicine will provide a teacher and covered considerations of the clinical 
more effective educational experience than the teacher and scholarship as the heart of the educa- 
current all-purpose, 9-year course. tional process. It also considered student participa- 
At the beginning it is planned to select a small tion in the teaching process, patient care as a social 
group of students on the basis of their early col- process, and a presentation of clinical teaching in 
legiate experience and permit them to take some of ee 
abilities so as to provide both a sound general edu- 
cation and a more effective basis for their ultimate throughout the nation as well as within the schools 
career objective. This would be accomplished themselves. The follow-through from the 1958 in- 1' 
through the judicious utilization of summer periods stitute promises to continue in the further stimula- V. 
and reorienting of students through the current tion of this desirable trend. 
departmental structure to provide the most effective 
individual objective. The individualization required pe 
by such a program will necessitate careful and ex- 
acting counsel and guidance and will be interesting ee 


H 

i 


unqualified statistics for physician-population 
cent years with those early in the century is not only 
meaningless, but actually misleading. 

Medical Education and Hospitals on previous oc- 
casions,” that the question as to “How many doctors 
are enough?” has become increasingly difficult to 
answer. Such a reply necessitates a detailed knowl- 
edge of trends in medicine and medical practice as 
well as efforts to forecast further population _ 
and shifts, continued social and economic read 

, and the constantly increasing dimensions 
of scientific knowledge. 

Because of its direct relation to the theme of this 


today. If we are to maintain s and play our 
role of responsibility in the fulfillment of needs that 
lie ‘ medicine must objectively look at cur- 
rent trends in , society, y, and at the 


bsequent presentations of Kirk,” Parsons,"’ 
Kestnbaum,'* and Hussey,"* clearly and succinctly 
portrayed to the Congress the current trends and 


tion. Burgess and Leonard,”” presented the manner 
in which the community hospital may play an im- 
portant and significant role in graduate medical 
education today. 

The 55th Congress on Medical Education and 
Licensure scheduled for Feb. 8-10, 1959, will focus 


years and now presents many facets that merit 
serious study as plans are developed for new med- 


how does medical education strengthen research 
interest and concern to medical educators, those 

engaged in higher education in areas other than 
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to the education, training, and development of the Norman Cousins has recently stated: “What the Nation 
personnel needed to meet and solve effectively the yor 
problems with which they will be challenged.” Gin 
Dr. Allman further commented: and are not continually being taken by surprise by living 
It is not surprising that, with the current widespread in- history and the effects of recognizable causes.” 
challenges of the changing characteristics of our 
population, society, economy, and the changing 
dimensions of medical knowledge. Each of these 
— areas was carefully considered by workshop 
‘He reflected the concern of other thoughtful in- 
dividuals: background presentations and the workshop re- 
In the current complex setting it is not possible to plan sumes appeared in the May 3, 1958, issue of THe 
for medical personnel needs in simple arithmetical physician- Journat and merit careful study on the part of all 
population ratios as might have been the case in earlier individuals int ond to ouw on oft of this 
individuals interested in any or all aspects this 
matter of projection of estimated needs in the field 
of medical education. 

The Congress also focused attention on some of 
the problems in specialty training resulting from 
the changing status of the patient. The background 
for this study was portrayed by Dr. Ward Darley,"* 
Executive Director of the Association of American 
Medical Colleges, who pointed up the problems in 
undergraduate medical education associated with 
the changing status of the patient as well as some 

8 of the other specific challenges confronting this 
field in the area of financing and faculty policies. 
The specific challenge on problems in specialty 
training created by the changing status of patients 
section of the 58th Annual Report on Medical Edu- was presented by Dr. T. Stewart Hamilton.” 
cation in the United States and Canada, the final Zintel,"” Williams, *" Lawson,"* and Barnes ** out- 
paragraphs of Dr. Allman’s address are quoted lined the manner in which surgery, medicine, pedi- 
in full. atrics, and obstetrics and gynecology may meet 
American medicine is deeply and sincerely interested in some of these problems in graduate medical educa- 
the future education and training of the nation’s physicians. 
It has a right to be proud of the responsible role its Asso- 
ciation, in cooperation with other organizations, has played 
in the development of the high standards of medical edu- 
cation and medical care which exist in the United States ee 
ee attention on the areas of specialism and research. 
vastly changing dimensions of knowledge within its own field 4 
in an effort to clearly define some of the questions to which , 
answers must be found. 
Today danger confronts our civilization, but opportunities 
be woe tivities in those currently in existence. How can 
account for having his eyes closed at the very moment developed to their best mutual advantage? Where 
“~ oF should pond been — open and alert. ane is mutual advantage lost in the more direct in- 
in terests of either education or research? How can 
in defining as clearly as possible the questions concerning research best contribute to medical education, and 
future needs for the education and training of physicians. 
“Responsibility,” it is said, “walks hand-in-hand with capac- 
ity and power,” and the manner in which it is utilized can 
tion to his fellow men. 
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medicine but having potential contributions to it, 
hospital administrators, and those concerned with 
current specialty education and training should 
make this program one of very real interest. Some 
of the current trends in specialization have like- 
wise given cause for careful scrutiny. The trend 
towards increasing inflexibility in some specialty 
areas, the means of evaluation of residency and 
other forms of specialty training, the emphasis on 
time as a measure of adequacy of training, the 
problems involved in evaluation of quality and con- 
tent of education and training in the specialties, the 
specialty boards, the Advisory Board for Medical 
Specialties, and the residency review and confer- 
ence committees will all enter into the considera- 
tions to be given to this area of medical education. 


COUNCIL ON MEDICAL EDUCATION AND 
HOSPITALS SUPPORTS DEVELOPMENT OF 
ADDITIONAL FACILITIES FOR BASIC 
MEDICAL EDUCATION 


The 1956-1957 Annual Report on Medical Edu- 
cation in the United States and Canada *' included 
a statement on the future need for physicians 
which had been prepared by the Association of 
American Medical Colleges. The Council on Med- 
ical Education and Hospitals ** has previously indi- 
cated the existence of the challenges in this field 
presented by the increasing population, rapid ac- 
cumulation of scientific knowledge applicable to 
medicine, and the changing social and economic 
facets of the American scene. The Council on Med- 
ical Education and Hospitals as is indicated in the 
following statement supports its own previous com- 
ments and those of the Association of American 
Medical Colleges as to the desirability of develop- 
ing additional facilities for medical education. 

Through the medium of its various activities and 
particularly in its Annual Report on Medical Edu- 
cation in the United States and Canada, the Coun- 
cil on Medical Education and Hospitals of the 
American Medical Association has endeavored to 
present and interpret the changing scene in med- 
ical education to the profession. With the support 
of the medical profession and in cooperation with 
the Association of American Medical Colleges, the 
American College of Surgeons, the American Col- 
lege of Physicians, the various specialty boards, the 
Joint Commission on Accreditation of Hospitals, 
the American Hospital Association, and other or- 
ganizations, constant and sincere efforts have been 
made to assist in the advancement of medical edu- 
cation in keeping with the knowledge, trends, and 
needs of the period. 

In recent years the position of the American 
Medical Association in regard to present and future 
needs in medical education has frequently been 
misinterpreted by many individuals and by some 
organizations through the misuse of statistical data. 
Statistical information has at times been taken out 
of context and interpreted to the effect that the 
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official position of the American Medical Associa- 
tion is that there is no need for increased numbers 
of physicians. No such official position has ever 
been enunciated. American medicine, as was indi- 
cated earlier in this report in reference to Dr. 
Allman’s comments at the 54th Congress on Med- 
ical Education and Licensure, fully recognizes the 
needs being brought about by the increasing popu- 
lation, social and economic trends, and the chang- 
ing dimensions of medical knowledge and its ap- 
plication. The primary concern of American medi- 
cine is that these needs be carefully analyzed and 
that they be met as a result of sound developments 
based on the best possible knowledge. 

The Council on Medical Education and Hospitals 
recognizes that the physician-population ratios, on 
which most current projections of medical person- 
nel have been made, have remained relatively con- 
stant for a number of years. It is difficult, however, 
in the rapidly changing modern scene, to determine 
whether this relative ratio of physicians per unit of 
population might be reduced or should be aug- 
mented to meet the medical care, teaching, and 
research challenges of the future. On the other 
hand, the increasing population together with the 
various other facets of the shifting pattern obvious- 
ly indicate the need for constantly increasing the 
number of physicians. This necessitates considera- 
tion on the part of existing medical schools as to 
possible augmentation of the number of students 
admitted as well as the development of new facili- 
ties. Furthermore, the Council believes it is a logical 
function and responsibility of American medicine 
to encourage institutions of higher education where 
medical education has not been undertaken in the 
past to give serious consideration to the develop- 
ment of opportunities in this field if all other factors 
make it appear desirable to do so. The Council on 
Medical Education and Hospitals sincerely be- 
lieves it is a responsibility of the American Medical 
Association to take effective leadership in present- 
ing these increased needs as objectively as possible. 

The Council on Medical Education and Hos- 
pitals and the Association of American Medical 
Colleges, independently and through the Liaison 
Committee on Medical Education, are on record in 
encouraging the consideration and creation of both 
four-year programs of medical education and of 
two-year programs of basic medical science, where 
institutions of higher education offer the setting 
which would make such developments mutually 
advantageous and desirable. 


FUNCTIONS AND STRUCTURE OF A MODERN 
SCHOOL OF BASIC MEDICAL SCIENCES 


Because of interest in the contribution to med- 
ical education that might be made through the de- 
velopment of thoroughly excellent, additional two- 
year Basic Medical Science programs, the Council 
on Medical Education and Hospitals of the Amer- 


1 
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ican Medical Association, and the Executive Coun- 
cil of the Association of American Medical Colleges 
have collaborated in preparation of a document or 
guide outlining their essential features. This state- 
ment entitled “Functions and Structure of a Mod- 
ern School of Basic Medical Sciences” has been ap- 
proved by the two Councils, and the Liaison Com- 
mittee on Medical Education subsequently en- 
dorsed it. 

The general format of this document follows that 
of the collaborative statement on “Functions and 
Structure of a Modern Medical School” which was 
published recently to replace the former “Essentials 
of an Acceptable Medical School.” After presenta- 
tion to and approval by the House of Delegates of 
the American Medical Association and by the As- 
sociation of American Medical Colleges at their 
next meetings (A.A.M.C., October, 1958; A.M.A.. 
December, 1958), the statement will be published 
for distribution as early as possible. 


REPORTS OF CURRENT INTEREST TO 
MEDICAL EDUCATION 


COOPERATION IN MEDICAL EDUCATION 


The 1957-1958 Report of the Council on Medical 
Education and Hospitals to the House of Delegates 
of the American Medical Association includes the 
following comments concerning cooperation in 
Medical Education. 


In 1942, after consultation with, and approval by the 
Board of Trustees, the Council developed an official working 
relationship with the Association of American Medical Col- 
leges, the official organization of the medical schools, through 
the establishment of a Liaison Committee on Medical Edu- 
cation. Through this arrangement, it has been possible to 
share responsibilities, problems, challenges, and viewpoints 
in the many areas where the Council and the Association of 
American Medical Colleges have mutual concern and similar 
objectives. 

The effectiveness and productiveness of this liaison has 
resulted in the development of somewhat similar working re- 
lationships with appropriate organizations in other fields of 
concern to the Council. The responsibilities and objectives in 
graduate medical education and specialty training clearly 
overlap with those of the Advisory Board for Medical Spe- 
cialties and with the individual specialty boards. This field 
of mutual endeavor now has formal expression through a 
Liaison Committee with the Advisory Board and through the 
various residency review committees. Similarly, the Intern- 
ship Review Committee was formed to give other organiza- 
tions that have a legitimate stake in the internship (e. g., the 
American Academy of General Practice, the Association of 
American Medical Colleges, American Hospital Association. 
and the Federation of State Medical Boards) an opportunity 
to share viewpoints and efforts in this part of the Council's 
activities. 

There are many other effective working partnerships now 
in existence and, at the present time, with the concurrence 
of the Board of Trustees, planning is underway to establish 
a liaison committee consisting of representative of the Board 
of Trustees, the Council on Medical Education and Hospitals, 
University Presidents, and the Association of American Medi- 
cal Colleges. It is believed that this holds great promise for 
future better understanding and relationships on the part of 

medicine education, 


cal schools, and the Association of American Medical Col- 
leges, which can be considered as the universities’ agent in 
medical education. 
The Council is of the sincere belief, based now on many 
years of direct experience, that this approach of 


gates many years ago to “make suggestions as to the means 
may best influence favorably nelted olmettien! and to ‘act 


elevate medical education. 


COLLABORATION WITH THE ASSOCIATION OF 
AMERICAN MEDICAL COLLEGES 

In cooperation with the Association of American 
Medical Colleges, the Council on Medical Educa- 
tion and Hospitals has prepared a number of im- 
portant basic documents dealing with matters of 
concern in medical education. The former “Essen- 
tials of an Acceptable Medical School” prepared by 
the Council and authorized for publication by the 
House of Delegates of the American Medical As- 
sociation has been replaced by “Functions and 
Structure of a Modern Medical School,” represent- 
ing the combined efforts of both groups. It was 
approved by the House of Delegates of the Amer- 
ican Medical Association in June, 1957, by the As- 
sociation of American Medical Colleges in October, 
1957, and published in late fall of 1957. 

On June 1, 1958, the Council on Medical Edu- 
cation and Hospitals of the American Medical As- 
sociation and the Executive Council of the Associa- 
tion of American Medical Colleges authorized and 
published a statement on “The Present and Future 
Status of Foreign Medical School Credentials in 
the United States.” This statement includes in- 
formative data on the Educational Council for 
Foreign Medical Graduates, the present and future 
status of the list of foreign medical schools, the 
present and future status of graduates of foreign 
medical schools seeking internship and residency 
training in the United States under the Exchange- 
Visitor Program, and those entering the United 
States on permanent (immigration) visas. It also 
includes information on the status of American 
citizens studying medicine outside the United 
States and Canada, the policy of the American 
Hospital Association concerning graduates of for- 
eign medical schools, and the policy of the National 
Intern Matching Program in regard to such in- 
dividuals. 

For many years the Council on Medical Educa- 
tion and Hospitals has sent out ap annual ques- 
tionnaire to each medical school in the United 
States and Canada for information on which the 
data in the education number of THe Journnar have 
been based. In order to overcome needless dupli- 
cations and to obtain identical and more compre- 
hensive information for the Council on Medical 
Education and Hospitals and for the Association 
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and collaboration has worked to the distinct benefit of the 
Council's major objective as charged by the House of Dele- 
as the agent of the American Medical Association (under 
instructions from the House of Delegates) in its efforts to 

Council on Hospitals, with universi- 


of American Medical Colleges, this year the annual 


excellent liaison between the American Medical 
Association and the Association of American Med- 
ical Colleges. The “top level” liaison mechanism 
which will include representation from University 
Presidents and the Association of American Med- 
ical Colleges, on the one hand, and the Board of 
Trustees of the American Medical Association and 
the Council on Medical Education and Hospitals, 
on the other hand, holds great promise in the fu- 
ture for the discussion of problems of mutual con- 
cern. It should result in minimizing areas of diffi- 
culty and misunderstanding such as have been 
precipitated during recent years by the changing 
character of medical practice, the changing status 
of the patient, a 
faculties of medical schools 


FINANCING MEDICAL EDUCATION 


THE CARROLL STUDIES ON COSTS 
OF MEDICAL EDUCATION 

There is a continuing interest in relatmg medical 
school operating expenditures to the functions the 
expenditures support. Mr. A. J. Carroll, Business 
Officer of the State University of New York, U 
state Medical Center, on request, submitted t 
following statement pertinent to this important 
matter. 


Medical education today faces serious financial 
problems. However, we can be sure that if they 
are reported efficiently they will get wide attention 
and be dealt with efficiently. For the most part, 
failures and delays in coping with these problems 
have been the result of inadequate financial reports. 

The people of this country want, and will always 
demand, the best in medical care. They have estab- 
lished standards of excellence for health care, and 
by so doing they have set the standards for med- 
ical research and for their hospitals, doctors, and 
medical colleges. 

For all branches of medicine the fountainhead of 
quality is medical education; anything that affects 
medical education will also affect medical research, 
medical practice, and medical care. Consequently, 
the problems of medical education are important 
not only to educators but to those in the health 
professions and to the general public. 

To attain and maintain high standards a medical 
college needs money. An adequate supply of money 
will not guarantee a high level of operation by a 
medical college, but if there is a lack of sufficient 
funds over an extended period, substandard opera- 
tions and results will be inevitable. Despite the 
large amounts of money which have been provided 
to the medical colleges, it can be stated categorical- 
ly that their financial support has been inadequate; 
that the over-all quality of medical education has 


failure to meet standards will grow gradually worse 
until more adequate support is provided. 
While medical education holds. the key which 


y, the 
productive portion of the total 
best 


endanger the health and security of our nation. 


sure that they will insist on getting full value for 
their money. Therefore, it is essential that their 
concepts of full value be based on a clear under- 
standing of the vital relationship between medical 
care and medical education. The amounts needed 
for medical education may appear small compared 
with the total costs of medical care but they loom 
large when campesed with the of other 


legislators, government officials, university officials, 
and the general public—all are confused about 
medical education, what it costs, what it means to 
them, what they are paving for it, and what they 
should be paying. 

They are confused because few medical colleges 
have reported costs and financial data that can be 
appropriately compared with those of other med- 
ical colleges, why its costs are more or less than 
those of other colleges, the actual cost of educating 
a doctor, the cost of each instructional, research, 
and service program, and by whom and to what 
extent each of these programs is supported. 

Without this kind of financial information how 
can a medical college appraise the efficiency of its 
own administrative practices and policies? How 
can it prove that each dollar entrusted to it is be- 
ing used efficiently, substantiate its proposals for 
improvements, and know to whom it most appro- 
priately might look for additional support? How 
can it benefit most from the experiences of others? 
Without such information, those upon whom the 
colleges depend for financial and moral support 
will remain confused and will be seriously handi- 
capped in their efforts to provide the colleges with 
sufficient operating funds. 

InapEQUACY OF Mepicat 
Reports: The foregoing does not imply that med- 
ical colleges do not keep books or prepare financial 
reports. Every college reports its income and ex- 

i , but the reports have been misleading. 
Recent studies have shown that the basic reason 
for this is the complete lack of uniformity in med- 
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been adversely affected by this inadequacy; that 
the standards of medical care, as set by the Amer- 
ican public, have not been fully met; and, that this 
can give or _ the best of medical care to the 
American public, less than 1% of the nation’s bill 
for medical care is being spent for medical educa- 
smallest but most 
medical care bill. 
| in this area would 
IMPORTANCE OF FinanciaL Reports: We can be 
sure that the American public wants, and will pay 
for, the best in medical care, but we can be equally 
1 
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tirely different combinations of university, medical 
center, and medical college activities and expenses. 
Such costs are not suitable for comparisons. 

Income reports have been defective because 
medical college “income” has not been precisely 
defined. For example, some colleges report tuition 
receipts as medical college “income” even though 
they are deposited in the general funds of the uni- 
versity or state and cannot be used for the support 
of college programs. For colleges that follow this 
practice, tuition represents “earnings” but not “in- 
come.” Colleges may report state budget appro- 
priations or university general fund budget alloca- 
tions as “income” while in reality only the portion 
of these appropriations that is spent benefits the 
colleges and is the equivalent of “income.” Often 
the unspent balance remains in, or reverts to, the 
university or state general funds. If a medical col- 
lege retains the unspent balance, the entire appro- 
priation or allocation should be reported as “in- 
come.” However, if these unspent amounts are re- 
appropriated for the following year, they should 
not be reported again as “income.” In response to 
questionnaires some medical colleges have re- 
ported the same money as income in two or more 
successive years. Where these illustrations apply. 
income may be overstated, possibly to the detri- 
ment of the college. 

Financial support for the medical college which 
comes indirectly through the university, hospitals, 
special funds, or other agencies seldom is reflected 
in the “income” report. In such cases “income” and 
“sources of financial support” are not the same. 

For these and other reasons medical college “in- 
come” reports have been indefinite and have had 
limited significance for comparative purposes. To 
provide appropriate comparisons, reports of the 
“sources and amounts of financial support for med- 
ical college programs” are necessary. Obviously, all 
such reports should be prepared in accordance with 
uniform practices, and the terminology should be 
defined precisely. 

Most medical colleges report their “expenditures” 
as “costs,” and cost reports, for the most part, have 
been budget reports—the amounts actually spent 
under the medical college budget. The trouble is 
that the “expenditures” of a college seldom repre- 
sent the true “costs” of medical college operations 
—the actual values that are being sacrificed to sup- 
port the medical college programs. 

The university may contribute a variety of busi- 
ness, plant, library, and student services and ex- 
penses; hospitals, clinics, special funds, and other 
organizations may pay faculty salaries or contribute 
essential facilities and supplies for the support of 


Suppose, on the other hand, that the “expenditures” 
of a medical college include support of activities 
and programs that normally would not be charged 
to a medical college. To produce comparative 


“costs” these expenses must be identified, set aside, 
and excluded from “medical college costs.” In other 
words “medical college costs.” to be appropriately 
compared, must reflect the total costs of an ident- 
ical combination of medical college programs and 
activities—the programs and activities common to 
all medical colleges. 

Despite the complicated programs, responsibili- 
ties, and relationships which make medical educa- 
tion unique in comparison with other university 
and government activities, there have been con- 
tinuous attempts to fit medical colleges into the 
normal management patterns of colleges, univer- 
sities, and states. Not enough thought and effort 
has been applied to the special problems of the 
medical colleges. To illustrate this, let the medical 
college administrators ask themselves, “What is 
our accounting accounting for?” 

For years the medical colleges have been telling 
those responsible for approving and supporting 
their programs how they have spent their money— 
the salaries and expenses they have paid and the 
things that they have bought. This is useful infor- 
mation for day-to-day management purposes, but 
trustees, legislators, and many others draw dubious 
comfort from reports which place major emphasis 
on the colleges’ success in spending hard-to-get 
funds. They would rather be told what they are 
getting for their money. 

This calls for program accounting and reports to 
show the costs of undergraduate education, grad- 
uate education for advanced degrees, intern and 
resident training, continuation education, medical 
research, community health services, patient serv- 
ices, etc. These are the programs for which a med- 
ical college is primarily responsible. To tell what 
it has done, what it is doing, and what it plans to 
do, a college must report in terms of these pro- 
grams; and such reports, to be meaningful, must be 
expressed in dollars, the language of business. 

With program costs, figures are supported by 
related facts, the cost of educating a doctor can be 
reported, and the common but improper method 
of determining per-student costs by dividing total 
medical college costs by the undergraduate enroll- 
ment can be discarded. With program costs a finan- 
cial profit or loss figure can be determined for each 
college program. By carefully relating program 
costs and the sources and amounts of financial sup- 
port, a medical college can tell the extent to which 
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policies, practices, and terminology. As a result, leges. Medical college “costs,” to be useful arid 
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various persons, organizations, or segments of the 
general public are benefiting from its operations 
and so will know to whom it can justifiably look 
for additional financial support. 

This is financial reporting for everyone because 
it tells everyone what he is getting for his money; 
it presents a comprehensive, nontechnical picture 
of medical education. Program accounting and re- 
porting also will be used extensively for future 
planning, for budget justifications, and as a check 
on over-all operations. It is a once-a-year procedure 
and, therefore, i 

For these things alone, program accounting will 
that it cannot replace the customary, detailed 
object-of-expenditure type of accounting for day- 
to-day budgetary control. 

In this country mana generally has ac- 
cepted the Whitehead philosophy that a fact in 
isolation is of little significance. So few persons 
would question the desirability and the need for 
comparing cost and financial data that a lengthy 
justification of efforts to produce comparative data 
is not necessary. The principal reasons are the 
following. 1. Through appropriate comparisons one 
college can benefit from the experience of others 
and avoid unnecessary experimenting. 2. Reliable 
comparative data will be essential for the planning 
of new medical colleges and the expansion, en- 
largement, and improvement of those now in exist- 
ence. 3. Comparative information will make it 
easier for those responsible for medical education 
to evaluate the programs and financial needs of 
medical colleges. In the past the lack of such data 
has resulted in inaccurate evaluations and inade- 
quate financial support. 4. Quantitative reports, 
comparisons, and analyses are more meaningful 
to the general public and will influence public 
opinion more than individual reports would. 
5. Granting agencies and foundations need quanti- 
tative and comparative financial data to determine 
the relative needs of individual colleges, to serve 
as guides for policy making, and to help them make 
equitable distributions of available funds. 

Cost comparisons are inevitable. If those directly 
responsible for medical education do not make 
them, others will do it for them. When others do 
it, the comparisons will usually be made on the 
basis of incomplete facts and figures and will be 
inappropriate, dangerous, and harmful. 

At this point, one might well ask: What has been 
done to improve medical college financial report- 
ing? Why hasn't budgeting, accounting, and _re- 
porting uniformity been established? Why aren't 
program costs in common use? 

For several years the need for more meaningful 
financial reporting has been recognized at all levels 
of management. Financial studies have been made, 
and several of them have produced ideas which 
with proper support and application could have 
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led to improved reporting and uniform financial 
practices. However, the necessary support and 
cooperation did not develop and the potential long 
range benefits of several good studies were lost. 
The colleges have told about their complex pro- 
grams and have explained how these programs are 
so intermingled that they cannot be separated, that 
it is impossible to distinguish the cost of educating 
a doctor, the cost of research conducted by the 
college, etc. That these explanations have been 
accepted year after year without serious challenge 
is a tribute to the faith of the American public in 
its doctors. However, medical education costs have 
become so high that new sources of support must 
be found. In seeking additional support, medical 
colleges are competing with other worthwhile pro- 
posals. To compete successfully, they must be able 
to describe their needs and their operations in terms 
of cost and in terms that will be understood and 
Program costs will be 


ror Improveo Fixanciat Rerorts: The 

oye of the recent State University of New York 

cost study ** demonstrates rather conclusively that 
medical college fiscal operations can be analyzed 
in a manner that will produce appropriately com- 
parable medical college costs. It provides detailed 
procedures and directions to help other medical 
colleges to study and analyze their own operations 
and compare them with the nineteen colleges cov- 
ered by the report; it also describes a practicable, 
inexpensive system of program cost accounting and 
reporting. Another recent report ** deals principally 
with a program analysis of medical education costs 
at Emory University. This report will help any 
medical college to understand and use program 
accounting more effectively. There is no serious 
conflict between either the principles or the meth- 
ods of program cost analysis described in these 
two reports. 

The Association of American Medical Colleges 
recognizes ** “the inability to develop and report 
information that will permit the fiscal understand- 
ing of the manifold activities of our nation’s teach- 
ing medical centers’ . . . as “one of the major 
problems facing medical education.” The Associa- 
tion has assumed a role of leadership to resolve 
this problem and it appears that it will have the 
enthusiastic support of all concerned. 

During 1958 the Association has published the 
Emory University ** and State University of New 
York * reports, and it has also obtained a grant 
from the W. K. Kellogg Foundation to finance a 
one-year “Study of Medical College Financing.” 

In brief, the major objectives of this study are 
(a) to develop methods to be used by all medical 
colleges for routine, periodic financial analyses and 
reports and to make a pilot study of six or eight 
colleges to test and prove the principles, definitions, 


1 
Vv. 


Vol. 168, No. 11 


checklists, analyses, methods, and procedures which 
eventually will be used for a nationwide financial 
study. (This will involve studying and standardiz- 
ing basic fiscal policies, practices, and terms), 
(b) to develop a practicable and inexpensive sys- 
tem of program accounting and to help the par a 
to place the plan in operation, and (c) to study and 
clarify related fiscal and management problems. 

After the analysis, interpretation, and reporting 
of the pilot study findings, another objective will 
be to prepare a proposal including forms, proce- 
dures, staff, and budget that will permit the appli- 
cation of this study to all medical schools that are 
willing to be so studied. 

The committee for the pilot study believes that 
a questionnaire type study will not suffice. Personal 
visits will be made by the study director to make 
sure that each item of information is correctly 
understood and reported and to check on the inter- 
pretation of questionnaire inquiries. The 
contacts also will be in line with the committee's 
recognition of an essential need for a continuing 
educational program to help medical college ad- 
ministrators to adopt and use uniform management 
methods and reports. The A.A.M.C. doubtless 
will assume leadership in such an educational en- 
deavor. In this pilot study major emphasis will be 
placed on the long range, continuing benefits to 
come from the development of uniform accounting. 
budgeting, and financial terminology for the use 
of all colleges, and the development of procedures 
and plans for routine, periodic financial reporting 
by all medical colleges. 

It is apparent that medical colleges have been 
the victims of over simplification, and as usual the 
oversimplified reports have been misleading. In the 
new study the axiom that an accounting system or 
report cannot be more simple than the complexi- 
ties to be dealt with will not be overlooked. 

A satisfactory financial report for a medical col- 
lege cannot be simple. However, completely new 
accounting systems rarely will be needed. It will 
be necessary merely to establish standard terms 
and consider facts as well as figures so that differ- 
ences can be recognized and adjusted for reporting 
purposes. The individuality of a college will not 
be lost or even threatened. 

This study is well under way, and there is every 
evidence that within the foreseeable future those 
who are responsible for medical education and its 
financing will be consistently guided and fortified 
by complete, reliable financial and operating facts 
and figures. For the first time they will be able to 
prove the financial needs of medical education and 
establish new standards of management efficiency. 
The important role of medical education in the 
United States will be more fully appreciated, and 
more adequate financial support will be provided. 


To acquaint readers with the activities of the 
American Medical Education Foundation the fol- 
lowing report has been submitted by its executive 
director. 


Almost eight years old, the American Medical 
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outweighs the income each has secured because 
the active interest in, and sympathy for, the medical 
schools and their problems adopted by these com- 
mittees are creating an opportunity for better 
communications between the profession and the 


During the past vear the Foundation has con- 
tinued to explore ways in which its efforts and 
those of the alumni arms of the schools could be 
coordinated. A meeting between the Foundation’s 
board of directors and representative alumni di- 
rectors was held in February at which time the 
possibilities and problems of such coordinations 
were discussed. 

As a companion to these explorations, the Foun- 
dation continues to collect data from the schools 
on physicians giving directly to the schools. Until 
two vears ago t were limited to un- 


restricted contributions. In 1956 and 1957 all phy- 
sician giving was tabulated by the restriction 
placed on the gifts by the donor. In this way a 
truer picture of the financial support received by 
the schools from the medical profession was de- 


a MEDICAL EDUCATION 1475 
AMERICAN MEDICAL EDUCATION 
FOUNDATION 
Education Foundation continues to show concrete 
progress in its efforts to mobilize support for the 
schools from the medical community. Its total in- 
come since 195] has now passed the 7 million 
dollar mark. During 1957 it received 44,155 con- 
tributions, an increase of almost 5,000 givers over 
the previous year, and it distributed $984,787 in 
grants to the medical schools from its 1957 col- 

lections during February, 1955. 

This significant sum of money was raised through 
physician committees in state and county medical 
societies across the country. These committees have 
been developing steadily in each state and now 
have a degree of permanence and acceptance that 
schools. 

veloped. Table 2 shows these totals by restriction. 


This steadily increasing annual giving from the 
graduates of the medical schools reflects their grow- 
ing awareness of the financial problems of medical 
education. 


NATIONAL FUND FOR MEDICAL 
EDUCATION 


The accompanying resume has been submitted 
by the staff of the National Fund for Medical Edu- 
cation to acquaint readers with the current activi- 
ties of the Fund in support of medical education. 

The National Fund for Medical Education in 
January awarded grants totaling $3,078,825 to the 
nation’s 82 accredited medical schools. This was 
the largest annual award in the Fund's history and 
brought to $15,743,766 the total distributed by the 
Fund since its first grants were made in 1951. 

Each four-year school received $15,000 plus $65 
per undergraduate medical student. The four two- 
year medical schools of the basic medical sciences 
received $7,500 each, plus $65 per student. 

In addition, in May, the Fund made grants 
totaling $99,608 to 14 medical schools, under its 
special Class C Grants Program, to help American 
educators find ways to cope with teaching problems 
growing out of the rapid advancement of the med- 
ical sciences. These grants ranged in size from 


The Fund's grants were made possible through 
the generosity of some 1,925 corporations, which 
contributed $2,050,757, as well as through a Ford 
Foundation Grant of $1,305,374, under its “match- 
ing” arrangement with the Fund. 

In July, the Fund announced the establishment 
of a Medical Research Program, through which 
contributions from united funds, community chests, 
voluntary health agencies, and other organizations 
would be channeled into basic medical research. 
The program will aim to help support the continu- 
ing search for new medical knowledge, and to 
increase the number of trained medical researchers 
in the United States. 

The United Community Funds and Councils of 
America, whose local affiliates have expressed a 
desire to help support broad fundamental pro- 
grams of basic medical research on a national level, 
have already agreed to support this new research 
program. Negotiations have been started with vari- 
ous voluntary health agencies for their support of 
the program. This expansion of the Fund’s program 
will in no way affect its ‘present campaign among 
corporations to obtain support for the teaching 
budgets of the medical schools. 

In October, 1958, the Fund joined with the 
American Medical Association and the Association 
of American Medical Colleges in presenting the 
sixth Frank H. Lahey Memorial Award to Frank 
Abrams, former chairman of the board, Standard 
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Oil Company of New Jersey, and a leading philan- 
thropist. The award is given annually to a layman 
for “distinguished service to medical education.” 

Previous recipients of the award were: President 
Dwight D. Eisenhower, former President Herbert 
Hoover, Dr. Abraham Flexner, Colby M. Chester, 
and Alfred P. Sloan Jr. 

To celebrate the opening of Medical Education 
Week in April, the Fund joined with the American 
Medical Association and the Association of Ameri- 
can Medical Colleges in awarding a scroll to 
Robert E. Wilson, retiring board chairman, Stand- 
ard Oil Company of Indiana, and a founding 
trustee of the Fund. Dr. Stanhope Bayne-Jones 
was among those who paid tribute to Dr. Wilson 
and who helped to focus attention on the continu- 
ing need for industry to help support medical 
education nationally. 

The Fund reports that it is continuing its cam- 
paign to alert American corporations to the prob- 
lems of medical education. There are still many 
things that corporation executives do not under- 
stand, but the Fund feels that, with time, this will 
be overcome and American industry will fully 
realize its obligations to the medical sciences. 

In April, the Fund published its 24-page_ annual 
report, “Medical Manpower for Tomorrow,” show- 
ing the close link between medical education and 
national security. In this report, the Fund discussed 
the need for creative research, new goals for medi- 
cine, why medical education is expensive, and 
industry's stake in strong medical education. 

It is the Fund’s hope that during 1959 it will 
continue to forge ahead in its goal of bringing 
financial support to the medical schools. 


STUDIES ON THE INTERNSHIP AND RESIDENCY 
ASPECTS OF MEDICAL EDUCATION 


During recent years there has been an increasing 
interest on the part of medical education, specialty 
boards, organized medicine, hospital administra- 
tors, and licensing bodies in the field of graduate 
medical education. With a few outstanding excep- 
tions, relatively little interest was manifested during 
the first decade of the current century in this field 
of education by others than the leading clinical 
teachers and the young physicians seeking addi- 
tional experience. 

In regard to an obvious need existing at the time, 
the Council on Medical Education of the American 
Medical Association began listing hospitals in 
which internship opportunities existed about 45 
years ago. The Council took leadership in set- 
ting up certain basic standards or “Essentials” as 
minimal requirements for internship training in 
hospitals seeking approval for them. These basic 
standards have been under constant review and 
revision in an effort to align them appropriately 
with current knowledge and trends in any given 
period. Through the years the American Medical 
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the Council in the annual Internship and Residency 
number of THe Journa. One of the important ob- 
jectives of this liaison has been to foster, in resi- 
dency education and training, opportunities for 
total training programs in single institutions or 
through appropriate affiliations so that individuals 
seeking specialty training may be assured of rea- 


experience. 

In 1940, the Commission on Graduate Medical 
Education," under the chairmanship of Dr. Willard 
C. Rappleye, with Dr. Robin C. Buerki as Director 
of Study, presented a report after three years of 
study. This report clearly pointed out the objectives 
and basic principles of the internship, the residency, 
and postgraduate medical education on the basis 
of the knowledge and needs of that period. The 
need for constant study and reappraisal, intelligent 
experimentation, and flexibility of thought and 
actions is reemphasized throughout this report, 
most of which with minor modifications is pertinent 
to the current setting. 

There have been numerous studies of the intern- 
ship since the report of this Commission. Several 
of these have been precipitated by action of the 
House of Delegates of the American Medical As- 
sociation. For some years the Association of Ameri- 
can Medical Colleges has conducted studies 
through a Committee on Internships and currently 
has a Committee on Internships, Residencies and 


presented in 1953. This analysis, as well as most 
of the special studies prior to and following the 
report of the Commission in 1940, have been 


Through the activities of the Council on Medical 
Education and Hospitals, the American College of 
Surgeons, the American College of Physicians, the 
Specialty Boards, the Association of American Med- 
ical Colleges, and other interested organizations, 
it has been possible to maintain some semblance of 
order in graduate medical education out of what 
might otherwise have resulted in chaos equivalent 
to or worse than that existing in medical schools 
at the turn of the century. There are, today, no 

lines of division between the clinical 
clerkship of the final year in medical school, the 


medical school no longer qualify the physician to 
enter practice but, instead, furnish the initial 
plateau upon which he erects the additional edu- 
cation and training needed prior to qualification 
for general practice or a specialty. 

It is natural, therefore, that there has been 


some years ago when they instituted the require- 
ment of a year of internship prior to granting the 
degree of doctor of medicine. It was essential that 
such internships be approved by the medical 
schools granting the degrees so that their products 
could be assured of experiences as interns which 
were known to be desirable. This situation no 
longer exists and currently all approved schools 
grant their diplomas on completion of the final 
year of medical school. Concern over the merits 
of some of the available internships some years ago 
was evidenced when the Association of American 
Medical Colleges requested deans to prepare lists 
of hospitals in their respective areas where there 
was ample evidence that internship opportunities 
were well organized and adequately supervised. 
The exchange of such information undoubtedly 
assisted in the general upgrading of internship op- 
portunities, but it was found to be not entirely 
satisfactory and was discontinued. 


a MEDICAL EDUCATION 1477 
Association has maintained a field and headquar- Graduate Medical Education. Some of these numer- 
ters staff to evaluate these programs in terms of ous studies have been thoroughly objective, such 
these “Essentials” and to assist those concerned as the comprehensive analysis and report of the 
with this phase of medical education in maintain- Advisory Committee on Internships to the Council 
ing suitable opportunities for young physicians j j ’ 
during their period of internship training. 
As the trend toward specialization advanced, the 
American Medical Association, through its Coun- 
cil on Medical Education and Hospitals, in co- brought about through problems arising from the 
operation with representatives of the specialty service versus the educational aspects of the intern- 
fields, undertook the task of developing basic ship and from concern over intern distribution. 
standards or “Essentials” for graduate education 
and training beyond the internship. These have 
been prepared primarily as guides to assist those 
developing such programs and also to furnish in- 
formation to individuals seeking training. They 
outline the basic principles common to all resi- 
dency education and training and also indicate 
certain requirements in the different areas of spe- 
cialization. Programs of residency training have 
also been subject to study by the field staff of the 
Council prior to evaluation and accreditation. Dur- 
ing recent years, Residency Review and Conference 
Committees representing both the Council and internship, the residency, and even some aspects 
Specialty Boards have cooperatively reviewed and of postgraduate medical education. In many situa- 
revised the “Essentials” in keeping with the chang- tions the same facilities and patients are being 
ing scene. Furthermore, this cooperative function utilized, and the same faculty personnel may be 
has extended to responsibility for approval of resi- engaged in all of these areas of medical education. 
dency training programs, subsequently listed by Furthermore, advances in knowledge have been 
ee of such magnitude that the vears of education in 
sonable continuity and upgrading rather than aroused interest and concern on all sides regarding 
fragmented, isolated, and inadequate segments of the graduate aspect of medical education today. 
_ This was evidenced by certain medical schools 


On June 10, 1958, the W. K. Kellogg Foundation 
announced a grant to the Association of American 
Medical Colleges adequate to underwrite a study 
of the internship as it is presently operated in 
medical school controlled hospitals. This study 
should assist in the analysis and clarification of 
some of the current problems associated with this 
initial phase of medical education beyond medical 
school. Has the internship become outmoded in 
the medical school teaching hospital where student 
clinical clerks, residents, fellows, and postgraduate 
students are also participating? Can the internship 
in such a setting represent the education and 
training experience which has been its traditional 
objective? Will the proposed minimum two-year 
program as preparation for general practice fit into 
the medical school controlled hospital programs 
and will it be considered as an extended internship 
or an internship-residency? What is the relationship 
of internships to future specialty training? Do 
straight internships actually provide adequate per- 
spective or do they primarily serve the restricted 
service and/or educational functions of depart- 
ments in which they are offered? Is the rotating 
internship still as desirable as it has been consid- 
ered to be, and, if so, what constitutes a genuinely 
sound rotating ex ? Has the point been 
reached where it may be desirable to discard tra- 
ditional terminology and develop new descriptive 
words to encompass a better concept of basic 
education and training beyond medical school? 
Undoubtedly, this comprehensive study of medical 
school controlled hospital internships will cast 
interesting and helpful light on some of these 
questions. 

Another interesting and challenging study is 
being conducted by the Division of Research in 
Professions of the Bureau of Applied Research of 
Columbia University. This comparative study of 
the internship and residency from the sociological 
point of view has been made possible by a grant 
from the Commonwealth Fund. Those who have 
developed this project believe there are many rea- 
sons why it is important to study the internship 
and residency as part of the total process of med- 
ical training. In other words the study will, it is 
hoped, indicate which types of internships reinforce 
and extend the training experiences of medical 
school and which counteract it. What kinds of 
hospitals place interns and residents in positions 
to be able to do what they are supposed to do 
in such matters as rounding out their range of 
clinical experience under competent supervision; 
learning through doing what they have not done 
sufficiently before; developing through practice 
what has been partially learned through precept; 
their role in the team responsible for comprehen- 
sive medical care; and becoming increasingly pre- 
pared to advance constantly their own competence 
and ultimately advance medical knowledge? What 
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values of the young physician prove most vulner- 
able to “unfavorable environment” during the 
course of internship and residency experience; 
which prove most resistant to deterioration; what 
environments are conducive to retention and exten- 
sions of earlier learning and what are those which 
lead to contrary results? This study will also direct 
attention to a “contextual analysis” and will deal 
with relative merits of internships and residencies 
in large and small hospitals, degree of emphasis 
on team-work during training, and many other 
facets of sociological interest and importance in this 
type of evaluation of graduate medical education. 

In this dynamic and rapidly changing scene 
these studies of the internship and residency are 
timely and challenging. There is much that must 
be done to determine how education beyond med- 
ical school can be made of greatest possible value 
in preparing the physician of today and tomorrow 
for the responsibilities he must assume in medical 
care. Along with this basic challenge is that of 
developing and fostering those individuals who are 
to be the leaders of tomorrow in teaching and 
research as well as in the provision of medical 
care. Every phase of graduate education must be 
reanalyzed and readjusted as time goes on so as 
to avoid over rigidity and too narrow restriction 
of knowledge and to maintain reasonable flexibility 
and perspective. Medical education has as its 
primary objective the responsibility of providing 
the environmental situation conducive to the de- 
velopment of competent physicians skilled in pro- 
viding the best of medical care. With all due regard 
to the many other facets associated with the various 
aspects of medical education, this basic educational 
objective should always be kept in mind and grad- 
uate medical education offered which will best 
insure its attainment. 


NATIONAL ACADEMY OF SCIENCES-NATIONAL 

RESEARCH COUNCIL STUDY: POSTDOCTORAL 

EDUCATION IN THE MEDICAL SCIENCES AND 
RESEARCH: A PRELIMINARY REPORT 


Postdoctoral fellowship programs form an im- 
portant part of medical education. The Division of 
Medical Sciences of the National Academy of Sci- 
ences—National Research Council have undertaken 
a study of such fellowship programs and their im- 
pact on medical education. Dr. Arthur S. Cain Jr., 
the director of this study, graciously provided this 
preliminary report of the study for inclusion in the 
Report on Medical Education in the United States 
and Canada. 


The medical curriculum . . . has reached the limits of its 
capacity: it can contain no more. . . . It is clear that educa- 
tionally we have come almost to an impasse, that the load not 
only cannot be increased, but that for the sake of good teach- 
ing it must be lightened and simplified. The medical student 

. must have a timely opportunity to ground himself in 
fundamental studies, and to learn how to think, how to ob- 
serve, how to apply. Every pedagogical consideration, there- 
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sciences must be learned by the student of medicine . . 
fore he enrolls himself in the professional school. 


So wrote Henry S. Pritchett in 1912, two years 
after Abraham Flexner” had surveyed the shock- 
ing state of American medical schools. There were 
those who disagreed with Pritchett’s estimate of 
the importance of basic scientific studies to the 
student of medicine. Some said elementary basic 
scientific knowledge was superfluous; it was enough 
to learn professional medical techniques well with- 
out understanding their scientific basis or question- 
ing their scientific validity. Others seemed to be 
saying, “We must understand well the scientific 
basis of what we do to improve and expand our 
knowledge, and thus improve our clinical abilities.” 

Pritchett continued: 


Very interesting statements have recently appeared in 
American educational journals, calling attention to the fact 
that students who lack this (scientific) preparation appear to 
have made quite as good showing in certain medical schools 
as those who have it. Without going too far into an analysis of 
the facts that are advanced in support of this contention, it 
needs to be said that even were this true, it is beside the 
mark. It still remains certain that the youth who has not 
pursued these fundamental sciences does in the medical 
school an entirely different thing from the one who has been 
properly trained in them. Teachers of medicine readily admit 
that for students who have really mastered their elementary 
physics and chemistry and biology, medical education be- 
comes a wholly different thing from what it is for those who 
have not gained that foundation, not only because the man 
so trained can begin at a different point, but also because he 
is familiar with scientific omnes scientific nomenclature, 
and scientific methods of reasoning. 


All were agreed that the medical curriculum in 
1912 could hold no more, nor could the human 
brain assimilate rapidly accumulating knowledge. 
Nevertheless, curricula were expanded, premedical 
scientific studies were prescribed, and the basic 
sciences became an increasingly important part of 
medical education. 

Today, the struggle for adequate insight and 
proficiency in the basic sciences of medicine seems 
at its zenith. The variety of scientific disciplines 
contributing to medical knowledge now extends 
into areas of physical and biological science not 
long ago little used by medical scientists. Clinical 
investigation has shifted from what was once called 
(by some) “applied” research to research of a very 
fundamental kind. Doctors of medicine and doctors 
of philosophy, especially those headed for careers 
in academic medicine and research but also in- 
creasing numbers of physicians who will make their 
careers in medical practice, seek ways to gain 
advanced basic scientific proficiency as an essential 
tool for productive careers. Through modern “fel- 
lowships,” many of them find the way. 

Fellowships in the medical sciences were born 
of the readjustments and turmoil of the first Flexner 
report (1910) and the need of medical school facul- 
ties for stronger basic scientific foundations. In 


1921, when most of the proprietary medical schools 
had closed and medicine was finally within the uni- 
versities, the Division of Medical Sciences of the 
National Academy of Sciences—National Research 
Council proposed that fellowships in the medical 
sciences be offered in national competition. The 
first such fellowships were soon established by the 
division and supported financially by the Rocke- 
feller Foundation. That support has been continu- 
ous since the inception of the fellowships. 

Those first fellowships gave young medical scien- 
tists an opportunity to improve their basic scientific 
backgrounds and sought to influence them toward 
careers in teaching and research. The popularity 
and success of the fellowships can be seen in the 
many such fellowships offered today. 

In 1956, Dr. R. Keith Cannan, chairman of the 
Division of Medical Sciences, National Academy 
of Sciences—National Research Council, called at- 
tention to the variety and number of available 
fellowship opportunities and the rapid changes 
taking place in medical education and research. He 
proposed a study of postdoctoral fellowship ro- 
grams to determine their appropriateness to the 
developing needs.” As a result, the present survey 
of fellowships and similar training schemes, to- 
gether with their impact on medical education and 
the medical schools, was undertaken. The financial 
support of the John and Mary R. Markle Founda- 
tion made the survey possible. The active coopera- 
tion of the Council on Medical Education and 
Hospitals of the American Medical Association and 
of the Association of American Medical Colleges 
has provided valuable assistance, and the National 
Institutes of Health, through a recent grant, aided 
in the rapid analysis of data by punch card methods. 

Mrs. Lois G. Bowen, Professional Assistant of 
the Academy-Research Council and for some years 
responsible for the administration of the medical 
fellowship programs of the Academy-Research 
Council, has worked closely with the Director of 
the Survey from the beginning. The checking and 
preparation of thousands of questionnaires for 
analysis has been a complex problem for Mrs. 
Bowen and her assistants. 

For the purpose of this survey, a fellowship is 
defined as financial support awarded to a doctor 
of medicine, doctor of philosophy, or scientist of 
equivalent education for full-time advanced study 
and training in basic medical sciences and research. 
The awards, with very few exceptions, are for a 
period of at least one year. The “junior postdoctoral 
research fellowship” is awarded to young scientists 
not yet established in a career and in need of more 
thorough training and experience in basic science 
and research methods. “Senior” and “advanced” 
fellowships are awarded to established medical 
scientists chiefly for concentrated research and 
study, usually for a period of three to five years. 

ly, in the case of some senior scientists, 
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and 
Ph. Php. 
Type of Fellowship Sought M.D. PhD. held M.D PhD. held Totals 
Junior postdoctoral .......... se in 
Senior or adwaneed ........... 7 2 "3 


accept either award) 
Received junioraward.... one 
Received senior award .... 7 we 


"© Inchdes @ few candidates who withdrew their applications prior to 
consideration. 


sciences 
through the postdoctoral fellowships offered by 
more than twenty-two national agencies were stud- 
ied. The purpose and regulations of these fellow- 
ship programs were analyzed to determine, insofar 
as possible, the kind and number available at junior, 
senior, and intermediate levels. Emphasis by the 


ications submitted by doctors of med- 
icine and doctors of philosophy for these fellow- 
ships during one test year (1955-1956) were 
analyzed. The curriculum vitae of each applicant, 
his area of research interest, and future career plans 
were included in material abstracted for , 
3. The chairmen of each of 11 departments of 
the United States medical schools were consulted 
by questionnaire for estimates of the balance be- 
tween teaching and research in their 

and the supply and quality of appli- 
cants for budgeted vacancies on department staffs. 
The chairmen were also asked to complete tables 
giving educational background (by academic de- 
gree), postdoctoral fellowship histories, and infor- 
mation on financial support of department staff 
members. Similar information was also requested 


agencies studied in parts 1 and 2 were consulted 
by questionnaire concerning their fellowship ex- 


questionnaires 
one to all alumni of the 22 fellowship programs 
since 1945, plus all who held fellowships in 1939- 
1940; a second questionnaire to all 1957-1958 junior 
postdoctoral fellows; and a third to all 1957-1958 
senior and long-term fellows. The three question- 
naires were similar but altered to make them appro- 
priate for their respective recipients. 

5. All 1957-1958 interns and residents in primary 
teaching hospitals of every United States medical 
school were sent questionnaires. The questionnaires 
sought career interests, attitudes toward academic 
careers, research, private practice, and the nature 
and amount of additional study and training they 
deemed necessary. An evaluation of available 
training and fellowship opportunities and their 
estimates of the obstacles to acquiring additional 
training was also sought. 

6. Finally, full-time members of all departments 
of anatomy, microbiology, biochemistry, pharma- 
cology, physiology, medicine, and surgery were sent 
questionnaires. They were asked about academic 
responsibilities, especially teaching, research, and 
administrative loads. Educational backgrounds (by 
academic degrees, clinical training, and fellowship 
experience), sources of financial support, and other 
information was also requested. Additional depart- 
ments will be included in this part of the survey. 


Results 


The results presented are selected for their ap- 
propriateness to this education number of Tue 
JOURNAL. 

One thousand three hundred and sixty-five doc- 
tors of medicine and doctors of philosophy sub- 
mitted applications for junior or advanced fellow- 
ships in the medical sciences to one or more of the 
national agencies surveyed. Their applications were 


Taste 4.—Distribution of Incumbent 1957-1958 Fellows by 
Doctoral Degrees 


Two or 
Doetor 
No. M.D."s Ph.D."s Se.D.’s ates Held 
1957-1958 Junior fellows ......... 


1967-1958 Senior fellows ......... 195 17 8 


1946-1956 inel., and 19600-1000... 2700 1760 1122 


M.D.’s and Ph.D.’s in the successful group was 

applicants. A few applicants applied for both junior 
and senior awards, leaving the decision as to which 
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they are awarded for shorter periods. Most junior perience, present positions, plans for the future, 
fellowships exclude more than minimal teaching attitudes toward academic and research careers, 
and clinical responsibilities. The fellowships stud- and clinical experience. Comments and suggestions 
ied in this survey were awarded in national com- 
petition. There are also other fellowships awarded 
by local agencies and institutions. These latter are 
not included in this report but will be discussed 
to a certain extent in the final report. 
Taste 3.—Distribution of Applications and Awards of 
Fellowships by Doctoral Degrees 
Successful ful 
Appurents” 
MD. 
Either type (double 
application, woukl 
accept either award) ....... 7 ‘4 5 1 41 
Scope of the Survey 
The survey was divided into six areas. 
1. Opportunities for advanced training and ex- 
Vv 
various agencies on specific scientific disciplines or 
disease categories and restrictions on the assump- 
tion of general academic responsibilities during 
the fellowship were also reviewed. 
Past fellows 
filed in 1955 and 1956 for fellowships the first year 
of which would terminate on or before Dec. 31, 
1957. There were 48 more M.D.’s than Ph.D.’s 
among the applicants, and 35 applicants held both 
degrees. More than two-thirds of the applicants 
were awarded fellowships. The ratio between 


were sent questionnaires. These included 
all fellows since 1945, plus those who had awards 
in 1939-1940, and all 1957-1958 fellows. The 1957- 
1958 fellows are referred to as “present” fellows. 
Three thousand four hundred and seventy-four, or 
87.1%, completed and returned their questionnaires. 
Of these, 3,461 questionnaires were coded and 
studied by punch card methods. Two thousand 


} s, and 
Sc.D.’s is shown in table 4 

All fellows, present and past, were asked to give 
economic rewards and then to give their 


Tasre 5.—Career Interests of Fellows 


1. Full-time academic post with good 
balance bet 


ween resea 
2. — research with no 


» 
4. Full-time private medical practice. 


There are a few doutble cholees in the above figures. 


under the realities of present day economics. The 
po a in all groups preferred a full-time salaried 

demic career if economic conditions could be 
y ema Be but approximately a third of these 
shied away from full-time salaried academic post's 
under the economic realities of academic life. Table 
5 indicates the career choices of present and past 
fellows under conditions as they exist today and 
under conditions in which economic rewards would 
not be a deciding factor. 

One thousand five hundred and fifteen past fel- 
lows were found to be in full or part-time academic 
positions. There were 226 professors, 125 associate 
professors, 571 assistant professors, and 194 instruc- 
tors in this group. Five hundred and forty-nine 
were research associates and assistants or held 
other university titles. One thousand two hundred 
and nine past fellows were not in full-time aca- 
demic posts, but 419 of these had held such posi- 


Past Junior Senior 

Fellows Fellows Fellows 
7 


time academic careers thought themselves qualified 
are shown in table 6 and the minimum salary 
ranges they would accept are shown in table 7. 
The rank and salary expectations of present fellows 
are also shown in tables 6 and 7. 

One thousand and eighty-five past fellows had no 
teaching experience in their fellowships, and an 
additional 1,216 had very little. Only 392 indicated 
significant teaching activities as fellows. Six hun- 
dred and fifty-nine who had had little or no teach- 
ing ex considered this a disadvantage and 
thought that fellowships should include teaching 
experience, but 981 disagreed with them. Present 
junior and advanced fellows who were engaged in 
at least some teaching in their fellowships consid- 
ered the experience beneficial by more than ten 
to one. 

The value of clinical training to the fellow con- 
centrating on basic science and research experience 
has long been disputed by various segments of the 


Taste 7.—Minimum Salary Ranges Acceptable to Fellows 
Who Would Accept Full-time Academic Posts 


Past 
Range Fellows Fellows Fellows 


medical fraternity. It is interesting to note that 
only 49 physicians among the past fellows have not 
served an internship, and most of them have spent 
at least one year in a residency. Almost half of the 
physicians among the past fellows are diplomates 
of medical specialty boards, and a majority of 
those who are not diplomates intend to seek cer- 
tification. 
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was appropriate to the selection boards. Table 3 tions in the past, while 790 had never held full- 
shows the distribution of applicants by degrees ’ past fellows who did not 
held, awards sought, and awards received. positions at the time the 
Three thousand nine hundred and eighty-nine questionnaires were completed were asked if they 
present and past fellows of the national agencies would accept such a position if assured of a suit- 
able balance between teaching, research and ad- 
Taste 6.—Estimate of Their Faculty Rank Qualifications by 
Fellows Who Would Accept Full-time Academic Positions 
Under Suitable Work Arrangements 
junior fellows, and 289 present senior fellows were 
Note: In some cases there was indeci<ion between two ranks, weually 
at Junior levets, and there ix a «mall number of double chotees inchided 
ministrative responsibilities in their work. Only 192 
indicated that they would not. The faculty ranks 
for which those who said they would consider full- 
Precent 
Past Junior 
Fellows Fett we 
= 
ete 
practice in a full-time 
requester 


Among present fellows, 22 physicians had not 
served internships and 72 
training. In table 8 the clinical training and spe- 
cialty board status of present and past fellows is 
shown. 


8.—Clinical Backgrounds and 
Present and Past Fellows Who Hold the M 


Certified by medical 
Intends te seek certification ......... 


Two-thirds of the past fellows who had had in- 
ternships or residencies thought that their clinical 
training > tend helped them profit from their fellow- 
ships. The clinical training, they indicated, had 
been beneficial to them in planning, conducting, 
and interpreting their research. Their comments 
often suggested that clinical training had made 
possible a clear idea of their research interests and 
the depth and breadth of basic scientific studies 
necessary for adequate pursuit of these interests. 

Nine thousand four hundred and thirty interns 
and residents in the primary teaching hospitals of 
all United States medical schools received ques- 
tionnaires, and 7,422, or 78.7%, responded. Of those 
responding, approximately 884 were graduates of 
foreign schools, and they will be considered sep- 
arately in the final report of the survey. 

Alternate questionnaires from graduates of 
United States medical schools (half of those re- 
turned, or 3,269) were coded and analyzed by 


Tasie 9.—Specialty Board Aspirations of Interns and Residents 


Speciaity Certifieation to be Sought Number 
o~ 


Preventive medicine 


punch card methods. The incoming questionnaires 
were filed so that half of the returns from each 
hospital were included in the total. Eight hundred 
and eighty-nine interns, 2,305 residents, and 75 
clinical trainees were represented in this sample. 
The data here presented are taken from this 50% 
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centages of 3,269. The questionnaires not analyzed 
by machine methods are being studied for com- 
ments and suggestions and included in the final 


report. 

Twenty-seven of the interns and residents held 

Ph.D. degrees, twelve the Sc.D., and 146 the Mas- 
ter's degree. 
The interest of these interns and residents in 
advanced training in special clinical areas, ad- 
vanced basic scientific study, and research training 
bevond any they had had, and teaching, was abun- 
dantly expressed in their responses. Only a handful, 
105 out of 3,269, said they did not want to seek 
specialty board certification. Medicine and surgery, 
respectively, were the first two specialty choices. 
Obstetrics and gynecology, pediatrics, and psy- 
chiatry and neurology followed in that order (table 
9). Only a few, 85, were undecided about specialty 
board certification. 

Approximately two-thirds of the interns and resi- 
dents wanted additional training in research re- 
gardless of their future career plans. Some pre- 
ferred to gain this experience concurrently or in- 
termittently with residency training, if possible. 
Others wanted fellowships and traineeships, and 


Taste 10.—Preferred Mode of Research Training 


Number 


some were undecided as to the best method (table 
10). Six hundred and thirty-six interns and residents 
planning careers essentially in private practice 
planned to engage in research along with their 
practices. 

Only 245 in the intern-resident group, or 7.2%, 
indicated that they did not want to participate in 
teaching or research once they entered upon their 
careers, while 1,898 who plan careers essentially 
in private medical practice want to make teaching 
a part of their careers. In addition, 810, or 24.7%, 
want careers in full-time or essentially full-time 
academic positions. Almost a third of these (252) 
prefer full-time salaried positions and the rest 
“geographical” full-time. Only 33 interns and resi- 
dents preferred full-time positions in a basic science 

t or a research institute. 

Asked to evaluate some aspects of research fel- 
lowships and clinical traineeships, the interns and 
residents looked with disfavor by approximately 
four to one on regulations which exclude oppor- 
tunities to maintain clinical proficiency during fel- 
lowship or traineeship. The exclusion of teaching 
opportunities was regarded with approximately the 
same disapproval. 

Dissatisfaction with the breadth and depth of 
their basic scientific backgrounds was stated re- 
peatedly in comments by the interns and residents, 
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Past Junior Senior 
Fellows Fellows Fellows 
‘Tes So ee. No ‘Yes No 


ical as well as biological, in their future work. Sta- 
dite @n end on of the 
comments will be a part of the final report of 
the survey. 

The final report from the survey from which this 
preliminary report is drawn will be made to the 
Medical Fellowship Board of the Division of Med- 
ical Sciences, National Academy of Sciences-Na- 


for the Board’s recommendations to the Division on 
future postdoctoral fellowship activities. 

REPORT OF THE SECRETARY'S CONSULTANTS ON 
THE ADVANCEMENT OF MEDICAL RESEARCH 
AND EDUCATION THROUGH THE DEPARTMENT 

OF HEALTH, EDUCATION, AND WELFARE 


On July 14, 1958, Secretary Marion B. Folsom 
released as a public document, the final report of 
the Secretary's Consultants on Medical Research 
and Education, entitled “The Advancement of Med- 
ical Research and Education Through The Depart- 
ment of Health, Education, and Welfare.” Dr. 
Stanhope Bayne-Jones, formerly dean of Yale Uni- 
versity School of Medicine, president of the Joint 
Administrative Board of the New York Hospital- 
Cornell Medical Center, and technical director of 
research, Office of the Surgeon General, Depart- 
ment of the Army, chaired the group of 10 promi- 
nent medical educators and industry research ex- 
ecutives who participated in the study.* 

When the consultants were appointed, Secretary 
Folsom indicated that among the reasons for this 
action were (a) the recent very rapid and large ex- 
pansion of the medical research programs of the 


* In addition to Dr. Bayne-Jones, the special consultants 
were George Packer Berry, M.D. Dean, Harvard Medical 
School, Boston, Mass.; Thomas P. Carney, Ph.D., Vice-presi- 
dent, Research Development and Control, Eli Lilly and 
Company, Indianapolis, Ind.; Lowell T. Coggeshall, M.D., 
Dean, Division of Biological Sciences, University of Chicago, 
Chicago; Fred Carrington Cole, Ph.D., Academic Vice-presi- 
dent, Tulane U 7 New Orleans; Samuel Lenher 
Ph.D., Vice-president, E. 1. duPont de Nemours and Com- 
pany, Wilmington, Del.; ‘Ievine H. Page, M.D., Director of 
Research, Cleveland Clinic Foundation, Cleveland; Robert C. 
Swain, Ph.D., Vice-president in Charge of Research and De- 

velopment, American Cyanamid Company, New York; Staf- 
ford L. Warren, M.D., Dean, School of Medicine, University 


Webb, President, Republic Supply Com , and 

Frontiers of Science Foundation of + bg Oklahoma 
City, former Director of the Bureau of Budget, and former 
Under-Secretary of State. 


a of Health, Education, and Welfare 
(b) his concern that the medical research effort, 
which had contributed substantially to the health 
of the American people, should continue to make 
a maximum contribution based on wise policies, 
sound administration, and a competent scientific 
staff. The consultants were 

such matters as (a) the activities of the Department 
of Health, Education, and Welfare in the fields of 


to look into 


tion in the country as a whole, (c) the impact of the 
expanding research programs on medical educa- 
tion, (d) the availability of scientists, technicians, 
and facilities, (e) the relative emphasis given to re- 


his appreciation of the task commenting in the 
preparatory note that they had “performed their 
public service with distinction.” He, furthermore, 
stated that the report was being made available 
as a public document in the belief that it will be 
of interest “not only to all those concerned with 
medical education and research, but those inter- 
ested in the determination of policies and plans 
for research.” 

The report indicated the consultants believed 
that “expenditures for medical research in_ this 
country can and should be tripled to reach a billion 
dollars annually by 1970.” To develop a medical 
research effort of this magnitude will necessitate 
an augmentation in the number of physicians and 
other scientists engaged in medical research from 
the current 20,000 to 45,000 by that date. The con- 
sultants indicated that funds for construction of 
medical schools will be needed “on a much larger 
scale than has heretofore been contemplated” and 
that even if large funds are provided “it seems 
certain that the number of physicians per 100,000 
population will decline during the next 12 years.” 
The report also states that “the expansion of med- 
ical research and education required in the national 
interest will be costly and should not be restricted 
by lack of funds.” In 1957, for instance, total na- 
tional medical research expenditures approximated 
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regardless of whether they were headed for aca- 
demic careers or private practice. In answer to 
specific questions and in appended discussions of 
the subject, they expressed a desire and often a 
determination to understand and use the concepts 
and research methods of the basic sciences, phys- 
medical research and education, (b) the situation 
a (state and needs) of medical research and educa- 
tional Research Council. The Board, under the ee 
chairmanship of Dr. Sam L. Clark, Vanderbilt Uni- search in the various disease fields, (f) the relative 
versity, has participated actively in the conduct of emphasis given to fundamental studies in the basic 
the survey, and the final report will provide a basis sciences generally, (g) the standards for approval 
of research projects, and (h) the relationship be- 
tween federal and private research programs. 
This study originally was designed to cover a 
two-vear period, but at the request of the Secretary 
was shortened so that it might be submitted prior 
to his withdrawal from the Department of Health, 
Education, and Welfare in the summer of 1958. The 
report indicates that all of the consultants felt 
privileged to undertake this important assignment 
and that they were pleased to be able to give the 
Secretary their mature judgment on the matters 
with which they dealt. Secretary Folsom indicated 
of California Medical Center, Los Angeles; James Edwin _ 


330 million dollars in comparison to the 900 million 
to | billion dollars which the consultants consider a 
conservative projection for 1970. 

The consultants expressed the belief that the 
public interest would not be served if the ratio of 
physicians per 100,000 population falls below 152, 
which has been a relative constant during the past 
W vears. To maintain this approximate ratio it is 
pointed out that from 14 to 20 average size med- 
ical schools should be developed to meet the needs 
of 1970 and that these will cost between 500 mil- 
lion and 1 billion dollars. Since there is a lag of 
approximately 10 years between the planning of a 
new school and the graduation of its first class, the 
consultants indicate that there will almost inevi- 
tably be a decline in the number of physicians per 
100,000 between the present time and 1970. 

The report states, “Unless there is a marked 
change in social philosophy leading to private gifts 
or state appropriations on an unprecedented scale, 
large federal appropriations will be required.” 

In discussing the support of medical research, the 
report suggests that the federal government should 
continue to provide about half of the funds needed 
so that by 1970 federal expenditures should in- 
crease from 186 to 500 million dollars. Last year in- 
dustry contributed an estimated 90 million, private 
philanthropy 35 million. and endowment income 
approximately 19 million dollars. The committee 
projected for 1970 annual expenditures of over 300 
million dollars from industry and over 100 million 
trom private philanthropy. 

The report covered many other areas, including 
an analysis of both physicians and Ph.D. potential 
additions in the field of medical research, the role 
of the Public Health Service and, particularly, the 
operations of the National Institutes of Health in 
this field. 

This report should be carefully read and analyzed 
by thoughtful individuals, as the recommendations 

carry significant implications and challenges. As has 
oo repeatedly pointed out in this and previous 
education numbers of Tue Journar, the present 
rapidly changing scene is beset with unknowns of 
many kinds. There are augmented needs in every 
area to meet the increased challenges of the grow- 
ing population and the socioeconomic as well as 
scientific advances. These are not the type of chal- 
lenges that can be successfully met with a “crash 
program” but rather necessitate sound, intelligent 
consideration. This study clearly implies the need 
for such objective analysis. Large financial re- 
sources, in themselves, carry no guarantee of solv- 
ing these problems. Adequate financing makes the 
potentialities of any given situation better, pro- 
viding they are realistic and attainable. The ques- 
tion can logically be posed as to whether all new 
medical schools in the future should be developed 
as elaborate research institutes or whether there is 
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not a place for additional schools where the major 
focus is on sound education and more modest em- 
phasis on research. Both educational and research 
aspects are vital to all institutions conducting med- 
ical education, but unless reasonable balance is 
maintained in planning for the future, the educa- 
tional function of the medical school may be 
— through overemphasis on research 
alone. 


REPORT SUBMITTED BY COMMITTEE 
PREPARATION FOR GENERAL PRACTICE 


After a vear and a half of study, the Committee 
on Preparation for General Practice on May 20, 
1958, submitted a Progress Report to its three par- 
ent organizations, the American Medical Associa- 
tion, the Association of American Medical Colleges, 
and the American Academy of General Practice. 
The Board of Trustees of the American Medical 
Association subsequently presented the Progress 
Report as Supplement A in its report to the House 
of Delegates at their June (1958) meeting in San 
Francisco. In submitting this Progress Report the 
Committee ex the hope that it would be 
carefully read and evaluated by all concerned and 
that any criticisms or suggestions be submitted to 
it for consideration prior to the preparation of a 
more definite final statement. The complete text oi 
the report has been published in the Sept. 6, 1958, 
issue of Tue Journar as part of the Proceedings of 
the San Francisco Session and is referred to the 
attention of those who wish to review the com- 
plete text. 

The report of this Committee merits serious study 
on the part of those interested in and concerned 
with basic or graduate medical education, specialty 
education and training, and licensure. After review- 
ing all aspects of current preparation beyond med- 
ical school, the Committee expresses the opinion 
that: 

The remarkable advances in medicine that have occurred 
and that will continue to occur have increased the difficulty 
and the complexity of general practice as well as of other 
specialty practices. The responsibility of the general practi- 
tioner is a heavy one. It demands knowledge. alertness, agility 
of mind, and a wisdom born of education and experience. 
It necessitates the possession of a sound knowledge of the 
fundamentals of medicine as well as a synoptic knowledge 
of the basic principles of special fields. In view of this, as 
well as the pattern that has been followed successfully in the 
specialty fields of developing graduate educational programs 
beyond medical school, the Committee recommends that a 
new graduate educational program for general practice be 
developed. 

The proposed program constituting the final por- 
tions of the Progress Report is presented because 
of its inherent challenges to medical education and 
particularly to those who are endeavoring to offer 
graduate education and training in the field of gen- 
7 oe practice in keeping with current knowledge 


compromised by programs presently in ex- 
istence or by current limitations imposed by statutes or mili- 


The internship year as presently constituted cannot be 
considered as a component of this program for it would result 
in dividing it into two separate segments. The internship 


for 
ment that the one-year internship alone is inadequate as 
preparation for the practice of ‘ine. The Committee be- 
lieves the one-year internship encourages inadequate prepa- 
ration for general practice. 

The present values of the internship will be an inherent 
part of the proposed program, but cannot be separated out 
of it as a segment without weakening the greater values to be 
derived from dealing with the new program as a unified 
whole. The graduate program proposed as preparation for 
general practice is designed to be ee than 
the internship in regard to patient , educational 
content, and continuity of experience. 

Under the existing circumstances, it is believed that a 
period of at least two years of formal hospital training follow- 
ing attainment of the medical degree is necessary in prepara- 
tion for the general practice of medicine. However, time 
alone cannot serve as a valid measure of educational ade- 
7. The two-year period would be minimal even where 

other factors of educational quality and content are 


continuing care, it is highly important that the preparation 
tor this kind of practice be designed to assure every possible 
opportunity for the participant to study patients over rela- 
periods of time. He should follow the patient, as 


This two-year program should include a basic eighteen 
month period to provide experience in the diagnostic, thera- 
peutic, psychiatric, preventive and rehabilitative aspects of 
internal medicine and * in a very broad sense. In 
addition to the basic period, the opportunity for training in 
obstetrics should be a requisite for all programs. Participants 
who plan to practice obstetrics are encouraged to spend the 
major portion of an elective six months in obstetrical training. 
For those who do not anticipate an obstetrical practice, the 
six month elective should be utilized for further training in 
other segments of the program. It is urged that the 
of unity be applied to the elective period to prevent 
ae assignments that would provide little educational justi- 

cation. 


The Committee envisages certain further studies as re- 
quired for the completion of its assignments. In view of the 
thoughtful cooperation of specialty groups needed for suc- 
cessful implementation of the proposed program, the Com- 
mittee is holding formal consultations with such specialty 

as an essential preliminary to the more specific and 


complete a part or all of this proposed program. 


SECOND WORLD CONFERENCE ON 
MEDICAL EDUCATION 


Planning has progressed satisfactorily to date for 
the Second World Conference on Medical Educa- 
tion, scheduled to be held in Chicago, Aug. 30 to 
Sept. 4, 1959. The general theme of this program, 
“Medicine—A Lifelong Study,” will deal with the 
challenges of education beyond completion of basic 
medical studies. Since the first World Conference 
(London, 1953) was centered around consideration 
of the area of basic medical education, this pro- 
jected conference will afford the opportunity to 
conduct similar exchange of viewpoints on prob- 
lems and challenges associated with medical educa- 
tion beyond this level. 

The Second World Conference will follow the 
so eminently satis- 
use of 
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The Proposed Program Throughout the two-year program, the trainee should have 
experience provided by regularly assigned periods of emer- 
In recommending a new graduate program for the general gency room service. The Committee believes that this should 
practice of medicine, the Committee believes that primary include training in the emergency and primary management 
consideration should be given to an educational experience of trauma and in minor surgery. (The working definition of 
enabling the physician to provide medical care for all mem- the latter is that minor surgical procedures are those which 
bers of the family irrespective of age. After determining that in themselves have no expected mortality, require no medi- 
the period beginning at the time of receiving the M.D. degree cal assistants and, in suitable circumstances, may be per- 
is the most appropriate one for a new plan of preparation formed satisfactorily outside the hospital. ) 
for general practice, the Committee agreed to concern itself Because the care of the ambulatory patient is an impor- 
with a minimal program. It was considered best at the outset tant part of medical practice, provision of adequate oppor- 
constitute a of the basic eighteen month and may 
tary obligations. This proposed program is designed to well pend done the other six months. It should include 
replace for future general practitioners, the current internship experience in medical or diagnostic gynecology. 
j : aaa Experience in the care of the new-born infant is considered 
an essential portion of the program. 

The proposed two-year program should assure the oppor- 
tunity for adequate preparation of the physician to provide 

was designed many years ago to provide the initial contact medical care to all members of the family. Any physician 

with and responsibility for patients. Since the development planning to undertake obstetrics other than uncomplicated 

of the clinical clerkship, it no longer comprises such initial obstetrics, or surgery other than minor surgery, should have 

patient contact but rather it is now considered as one of additional adequate training. 

several graded steps toward the assumption of total responsi- The Committee believes that such a two-year experience 
would furnish a sound base for further graduate medical 
education in any field. The Committee therefore recognizes 
that the thoughtful cooperation of specialty groups will be 
required to implement a sound program for preparation for 
the general practice of medicine. 

This report outlines the minimal program under optimal 
circumstances. There will be those physicians who will clect 
further graduate education and such should be encouraged. 

} Finally, the general practitioner, like all other physicians, 
will be expected to pursue a continuing program of post- 
8 graduate medical education. 
detailed planning of the proposed minimal program. It ex- 
pects to include consideration as to whether this program of 
preparation for general practice should be called an intern- 
optimal. ship or a residency, or identified in some other manner. The 
The graduate program of two years in preparation for Committee, in cooperation with the specialty groups in- 
general practice should be planned and implemented as a volved, will give consideration to the type of recognition that 
unified whole. Since the general practitioner is to provide may be developed for those individuals who successfully 
necessary, in the outpatient service, when indicated in the 
home, and certainly from one hospital service to another. 
There should be a maximum continuity of assignment to 
specific services so that the program will stress education 
through continuing rather than episodic medical experience. 
Such a unified two-year program will permit and encourage 
the necessary progression of responsibility and content. 
a initial and final plenary sessions with a series of 


four half-day interim panels. The panel sessions 
will devote considerations to (a) basic clinical train- 
ing for all doctors, (b) advanced education for gen- 
eral and specialty practice, (c) the development of 
teachers and investigators, and (d) continuing med- 
ical education. 

Arrangements are being made for preconference 
and postconference tours so that visiting medical 
educators from abroad may visit medical teaching 
centers. The initial response relative to participa- 
tion on the part of outstanding foreign medical 
educators has been most gratifying and it is hoped 
that there will be a large attendance of American 
educators actively participating in making this a 
valuable and mutually stimulating experience for 
all. Those planning to attend should make their 
hotel reservations in Chicago well in advance. 
Headquarters will be at the Palmer House. 


INITIAL TEST OF COOPERATIVE ANALYSIS OF 
PROBLEMS OF MUTUAL CONCERN LEADS TO 
PROPOSAL FOR PERMANENT LIAISON BETWEEN 
HIGHER EDUCATION AND ORGANIZED MEDICINE 


In the 1955-1956 Annual Report on Medical Edu- 
cation in the United States and Canada * the “Con- 
clusions and Recommendations of the Council on 
Medical Service Related to Private Practice by 
Medical School Faculty Members” was reported in 
detail. One of the recommendations was to the 
effect “that on request of a medical society and a 
medical school, the American Medical Association 
Board of Trustees establish, in cooperation with 
the Association of American Medical Colleges, a 
special committee whose function would be to in- 
vestigate areas where there is friction between the 
medical school and the profession. Such a commit- 
tee might (1) assure the continuation of liaison, (2) 
see to it that all data and facts are made available 
to all concerned, and (3) seek to resolve difference 
of opinion.” 

During April, 1958 occasion arose to utilize this 
mechanism as a result of a written request to the 
Board of Trustees from the president of the Med- 
ical College of Georgia, the president of the Rich- 
mond County Medical Society and the Council of 
the Medical Association of Georgia, together with 
the approval of the Chancellor of the Board of 
Regents of the University of Georgia. The Com- 
mittee was appointed to study and mediate dif- 
ferences of opinion among doctors in Georgia 
regarding the policies of the Medical College of 
Georgia and its teaching hospital, the Eugene Tal- 
madge Memorial Hospital. The Committee was 
appointed in cooperation with the Association of 
American Medical Colleges and consisted of seven 
physicians together with a staff member from the 
Law Department of the American Medical Asso- 
ciation. The Committee spent three days on loca- 
tion analyzing the background of the problem, 
meeting with members of the local and state so- 
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cieties, the medical college and the Board of 
Regents of the University System, first individ- 
ually, and finally collectively. After thorough dis- 
cussion, oral agreement was reached in regard to 
four major areas of concern. This was then reduced 
to writing and subsequently signed by the presi- 
dents of the local medical society, the Medical 
Association of Georgia, the Medical College of 
Georgia, and the Chancellor of the Board of Re- 
gents of the University System. 

The value of cooperation of this type in the ob- 
jective analysis of the difficulties and misunder- 
standings which arise on occasion between medical 
schools and the profession has been clearly illus- 
trated in this first instance of the application of the 
1956 recommendation. The need for better liaison 
between higher education, representing the parent 
universities of which medical schools form com- 
ponents, and organized medicine has been apparent 
to many thoughtful individuals for some time and 
was also clearly highlighted in the Georgia situ- 
ation. 

Subsequent considerations have led to the pro- 
posal that it would be highly advantageous to all 
concerned to establish a “top-level” liaison between 
higher education and organized medicine to con- 
sider some of the mutual areas of concern that lie 
ahead. It has been proposed that this “top-level” 
liaison committee, to which reference has been 
made earlier in this report, consist of a representa- 
tive from the presidents of universities in which 
medical schools exist, one from medical schools 
without university affiliation, two from the Asso- 
ciation of American Medical Colleges, two from 
the Board of Trustees of the American Medical 
Association, and two from the Council on Medical 
Education and Hospitals, with staff representation 
from the latter three groups. It is anticipated that 
this committee will consider problems having mu- 
tual impact on medical education and medical 
practice such as the rapidly growing programs of 
prepayment for medical care, the increasing need 
for full-time faculty personnel to conduct teaching 
and research, and the ways and means where diffi- 
culties and/or misunderstanding created by the 
changing situations may be avoided or resolved. 
Such cooperative liaison carries great potential for 
avoiding in the future some of the difficulties which 
might have been obviated through more adequate 
objective interc ications in the past. 

REGIONAL INTERSTATE COMPACTS AND 
MEDICAL EDUCATION 


The following resumes of the interest and activi- 
ties of the Southern Regional Education Board, the 
Western Interstate Commission for Higher Educa- 
tion, and the New England Board of Higher Edu- 
cation were submitted for inclusion in this education 
issue of THe JOURNAL to summarize the current status 
of these programs in the field of medical education. 
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Southern Regional Education Board 
(SREB) and Medical Education 


Over the past 10 years, the SREB program has 
had considerable effect on medical education in 
the 16 Southern states. Its impact is reflected both 
in the numbers of students and the amounts of 
money (table 11) that have crossed state lines under 
regional contracts since the beginning of the na- 
tion's first regional education compact. 

Represented in these figures are significant bene- 
fits to states and institutions: 

1. States which until quite recently did not have 
public medical schools assured medical training 
for sizable numbers of their citizens during a time 
when competition for admission was great. 

2. Medical schools accepting contract students 
have received new money not available before the 
contracts, money which supplemented funds ob- 
tained from usual sources. Emory University School 
of Medicine, for example, has received to date 
some $775,000 under medical contracts, making it 
possible for Emory to avoid retrenching its in- 
structional program during a period when it was 
reorganizing its medical school finances. 

3. Meharry Medical College has received suffi- 
cient funds from the contracts to make it possible 
for it to continue medical training for many Negro 
students who might not otherwise have had an 
opportunity to enter medicine. 

4. In some instances, the contracts have broad- 
ened the geographical area from which students 
were selected, with increase in quality of students. 

As new medical schools were built during the 
past few years, the number of students under the 
contracts in medicine has diminished. If states use 
regional contracts solely to reserve spaces in out- 
of-state schools, the contracts will have limited 
use, since they do not provide capital funds for 
expanding the capacity of medical schools. How- 
ever, some states with only one medical school 
eventually will be unable to meet student demands 
or needs for graduates. Expansion of some schools 
for interstate use will both save money and improve 
quality of training. Such selective expansion will 
be easier if the expanding schools have assurance 
that they will receive funds from contracts over a 
period of time in exchange for admission of quotas 
of students from other states. States will probably 
not be willing to contribute to capital costs of ex- 
pansion, though the same effect can be achieved 
by setting the payments under contracts at figures 
which are high enough to cover instructional costs 
and amortization. 

At the request of the Southern Governors’ Con- 
ferences in 1954, SREB established a regional pro- 
gram to increase training and research in mental 
health fields, including psychiatry as well as other 
professions. The program, guided by a council 
composed of commissioners of mental health, pro- 


fessors of psychiatry, and other groups, has stimu- 
lated states to put more money into training and 
research, and has wrestled with reducing the per- 
sonnel shortages which plague mental hospitals 
and clinics by encouraging more students to enter 
the mental health fields. 

It has also been suggested that SREB study the 
possibility of using contracts (1) to stimulate ex- 
panded programs of postgraduate work in medicine 
and (2) as a means by which medical schools could 
increase quality of students through widening the 
geographic origin of student bodies. Neither of 
these two suggestions, however, has thus far gained 

support among cither medical edu- 
cators or state officials. 


Western Interstate Commission for 
Higher Education 


The Western Interstate Commission for Higher 
Education (WICHE) is a regional education agency, 
organized and financed by 11 western states (Ari- 
zona, California, Colorado, Idaho, Montana, New 
Mexico, Oregon, Utah, Washington, Wyoming, 


Taste 11.—Southern Regional Education Board (SREB) and 
Medical Education 


Student«, Amount of Money 
No. Paid by States 
a8 


and Alaska). The commission was set up by an 
interstate compact in 1950, at the initiative of the 
Western governors. WICHE is a fact-finding agency 
and a clearing house for ideas and proposals of 
interstate concern. Its task is to promote —e 
approaches in higher education, particularly in 
the health sciences. 

Medicine is a high priority item in the program 
of the commission. WICHE serves as a clearing 
house for a program whereby students from states 
without medical schools may attend medical schools 
in the area of the Western compact. Under this 
program, 85 medical students are crossing state 
borders this year to attend western medical schools. 
The student pays the regular in-state tuition; the 
sending state pays the receiving institution $2,000 
per year in addition. The advantages run both ways 
—better educational opportunities for youth from 
“have-not” states and better ial support for 
existing medical schools. 

In addition, WICHE is currently conducting a 
study of medical education needs and resources 
in the West. This comprehensive, region-wide 
study is under the immediate direction of Dr. 
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Dayton McKean of the University of Colorado 
Graduate School and will be reviewed by a repre- 
sentative advisory group before publication in 1958. 

WICHE is active in related health science areas, 
notably nursing education and mental health train- 
ing and research. In both areas, the commission has 
set up advisory councils, with representation from 
all over the West, to plan for a balanced growth— 
through complementary specialization of function 
—of Western professional and graduate education. 


Education Program 


Last February the New England Board of Higher 
Education proposed the New England Regional 
Medical-Dental Education Plan and recommended 


for qualified New England students. 
This action was taken because, in proportion to 
from 


student pays each year and the actual cost of in- 
struction. Similarly, each dental school receives 
$1,500 and each state appropriates $1,500 for each 
student enrolled in excess of the number enrolled 
in 1956. 


The plan has thus for been adopted by Maine 


New Hampshire, where a smaller amount was 
provided. The appropriations were: Massachusetts, 
$100,000; Maine, $20,000; New Hampshire, $8,000; 
and Vermont, $7,500. The sum recommended for 
Vermont was lower than for the others since under 
the plan that state, which supports its own medical 
school with tax funds, does not reimburse the 
University of Vermont for additional Vermont 
students. 

The Board adopted a definition of residence 
based on those used by several publicly supported 
medical schools. During the past year an individual 
residence certificate was filed with the Board for 
every student enrolled in each of the region's 
medical and dental schools as of October, 1956, 
and for all students for whom New England resi- 
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dence was claimed as of October, 1957. The schools 
also have submitted certified class lists and state- 


tion of residence was applied, the total number 
of New Englanders enrolled in 1956 was less than 
that reported earlier by the medical schools in an 
informal survey. Although many married students 
claim residence in the state in which they attend 
medical school, they do not merit this classification. 
Tabulation of the individual residence cards re- 
vealed that the number of residents enrolled in 
1956 was 953, rather than 972, as was reported in 
the earlier survey. 

Impact OF THE PLAN: The NEBHE plan was rec- 
ommended by the Board last February and was 
not adopted by the state legislatures until several 
months later. Since by that time the incoming fresh- 
man classes had already been selected, the initial 
impact of the plan has not yet been felt. It will 
be a few vears before its full effect can be ascer- 
tained 


Comparative Enroiiments, 1956-1957: The 
number of New England students in the region's 
medical schools in 1957 was 923 as compared with 
953 for 1956, a 3.2% decrease. 

The number enrolled in the dental schools in- 
creased from 333 to 345, a 3.7% increase. 

In the medical schools there were increases for 
New Hampshire (8) and Rhode Island (1) and de- 
creases for Connecticut (4), Maine (14), Massachu- 
setts (20), and Vermont (1). 

In dental schools there was a decrease for Con- 
necticut (3) and increases for Maine (1), Massachu- 
setts (2), New Hampshire (3), Rhode Island (4), and 
Vermont (5). 

Four schools showed an increase of New England 
students: Dartmouth Medical School, 1; Harvard 
University School of Dental Medicine, 5; Univer- 
sity of Vermont College of Medicine, 6; and Tufts 
University School of Dental Medicine, 7. Four en- 
rolled fewer than last year: Boston University 
School of Medicine, 4; Harvard Medical School, 
6; Tufts University School of Medicine, 21; and 
Yale University School of Medicine, 6. 

Financia Consiperations: Under the plan, pay- 


appropriated only $8,000, this amount will be pro- 
rated, and the schools will receive only 27% of the 


total due from that state. 

Serious Conpitions: Two serious conditions are 
already apparent. Since the number of bona fide 
residents in New England medical schools is smaller 
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its adoption to the people of New England through 
their state legislatures. This plan is designed to 
assist and encourage the region’s medical and 
dental schools in increasing the number of places 
entering these programs than from the nation as 
a whole. New England is not producing enough 
doctors and dentists from among its own residents 
to meet its own needs. 

Tue Recionar Pian: Each New England medical 1 
school receives from funds appropriated to the V. 
Board from each of the participating states $2,500 
per year for each student it enrolls from each state 
in excess of the number it enrolled from that state 
in 1956. This amount represents somewhat less 
than the average difference between what the 
Supporting funds in amounts suggested by the 
Board were appropriated in these states except for 

ments are now due certain schools for enrolling a 
larger number of students from the four states 
which have adopted the plan, and the Board is 
now collecting and disbursing the funds. 

The payments due from states which have joined 
the plan are: Maine, $5,500; Massachusetts, $41,500; 
New Hampshire, $29,500; Vermont, $10,000; and 
total, $86,500. However, since New Hampshire 


places with the best students from all over the 
country. Gaining admission at a time when facili- 


public institutions give first preference to their 
own residents and other regional students. A total 
decrease of 3.2% in one year is serious, and, in the 
case of Maine, the decrease of 14 students or 22.6% 
would seem to indicate a very critical situation. 

If such conditions persist, it may be necessary 
for some New England states to consider additional 
plans so that qualified students will have opportu- 
nities equal to those in other sections of the country 
and so that future health needs of their residents 
will be met. 


THE NATIONAL SOCIETY FOR MEDICAL RESEARCH 


For a number of years the National Society for 
Medical Research has played a very important role 
in improving public understanding of the princi- 
ples, methods, and needs of the biological and 
medical sciences. Its activities have become widely 
recognized, and its contributions to medical edu- 
cation, research, and medical care are of constantly 
increasing significance. 

The following résumé describing the functions of 
the National Society for Medical Research has been 
prepared by its staff for this issue of the education 
number of Tue JouRNAL. 


The National Society for Medical Research 
founded in 1946 by America’s medical colleges to 
deal with a symptom of public ignorance and mis- 
understanding of medical and biological science— 
the antivivisection movement—now functions to 
treat the disease itself. At first the society was 
wholly occupied with the stop-gap protection of 

animal research against immediate threats of legal 
prohibition and general harassment of medical 
laboratories by the antivivisection movement. This 
effort was quickly successful, and soon the society 
was able to turn a large portion of its capacity to 
long-range public education—though crises con- 
tinue to arise from time to time. 

There are many symptoms of public misunder- 
standing of medical science—superstition, quackery, 
resistance to inoculation, militant antidissection 
and antiexperimentalist movements, ignorance, and 
apathy toward the needs and problems of scientific 
research 


In attacking the disease, the NSMR administers 
preventive medicine in two principal ways. First, 
the society starts chain-reaction educational proj- 


against full reporting of the role of animals in re- 
search was,*for the most of 
animals in research to be a 

secret. 

Second, the NSMR initiated positive action pro- 
grams to help medical science. The society formu- 
lated a model statute for the utilization of unwanted 
dogs and cats ordinarily killed in public dog 
pounds. Today three out of four medical schools 
in the United States receive their needed dogs and 
cats from this source. 

The society instigated the $4,000,000 worth of 
libel suits against the Hearst press that helped end 
the Hearst campaign against experimental medi- 
cine. 

The society gave assistance in forming the Ani- 


the hodge-podge of laws affecting medical science 
in the various states, the conference, scheduled 
for the spring of 1959, will aim toward producing 
a Uniform Legal Code for the Medica] Sciences. 
Included in the model code pase be laws governing 


The conference will be the basis for extensive 
publicity on the practical problems and needs of 
medical science 


The National Society for Medical Research is 


MEDICAL SCHOOLS 


APPROVED AND NEWLY DEVELOPING 
MEDICAL SCHOOLS 


Table 12 lists by states the oo four year 
medical schools and schools of basic poh 
sciences, indicating for each school, public or 
private ownership, year of organization, tuition 
charges, enrollment by class and other basic data. 
Similar data is presented in the same table for the 
newly developing schools and in table 13 for 
Canadian schools. 


In the 1957-1958 academic year, there was no 
change inthe number of approved four year med 
ical schools in the United States (78) or Canada 
(12). There remain four approved schools of basic 
medical sciences in the United States while all of 


Vol. 168, No MEDICAL EDUCATION 1489 
than was assumed, the enrollment of New England- 
ers in all schools in the country is probably less 
favorable than was previously supposed. Second, 
in most of the region’s medical and dental schools 
New England residents are in competition for 
ties are limited will become increasingly less fa- 
vorable for many qualified New England students 
than for those who live in states where sizable 
mal Care Panel, an organization devoted entirely 
to the exchange of technical information on the 
care of laboratory animals. 
Last year a committee of the NSMR began for- 
mulating plans for a national conference on the 
oeEO“wO legal environment of medical science. Because of 
! sions for bequests of whole bodies or parts for 
bioanatomical studies and for the transplants of 
organs. Laws governing animal experimentation 
and disposition of unclaimed animals will also be 
part of the model code. 
of the professional organizations in medicine and 
biology, and by commercial organizations con- 
cerned with medical research. The society's work 
is public education. Its purpose is to expedite med- 
ical progress. 
ects. For example, through the American College ee 
Public Relations Association the old blockade 
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oming, and Alaska who enroll under the Western Interstate Commission for Higher Education's student exchange 
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the Canadian schools present a full four-year pro- 
gram. It is anticipated that one of the schools of 
basic medical sciences, West Virginia University 
School of Medicine, will enroll students in the 
third-vear class in its now developing clinical fa- 
cilities by 1960. It will be eligible for approval as 
a four-year institution during 1961-1962. 

Of the newly developing medical schools, the 
initial class at Albert Einstein College of Medicine 
has completed three years of study, while initial 
classes at the University of Florida College of 
Medicine and Seton Hall College of Medicine and 
Dentistry have completed their first two years of 
medical study. Provisional approval was granted 
Albert Einstein in the academic year 1956-1957; 
the University of Florida and Seton Hall were 
granted similar approval during this past year. 

The University of Kentucky School of Medicine 
is the only other medical school presently under- 
going active development. It is expected that the 
first class will enter this institution in the fall 
of 1960. 
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new construction, the of construction, 
or the commitment of funds for construction to be 
initiated during 1958-1959. Thirty United States 
schools indicated the initiation of 41 construction 
projects, 26 United States schools completed con- 
struction of 29 projects, and 28 United States schools 
have funds committed for 35 projects with con- 
struction to begin in 1958-1959. One project was 
initiated by a Canadian school, five were completed 
at four schools, and in two institutions funds are 
committed for projects with construction to begin 
in 1958-1959. Table 14 presents estimates of con- 
struction and equipment costs for these projects. 

Major construction completed during the past 
vear in the United States includes seven new facili- 
ties or expansion and/or renovation of old facilities 
primarily for research, eight primarily for teach- 
ing, four clinical facilities, and three student dormi- 
tories. Howard and Indiana completed new basic 
science buildings and SUNY Syracuse completed 
a substantial addition to its old building which was 
also renovated. 


Tasce 13.—Approved Medical 
Tuition Pre. 
Year —- “~ medical 
ized Resident resident 

Prov inee Medical Schools 

Altes. .1 University of Alberta Faculty of Medicine, m3 Same a 

242) 

ne. University of Britich Columbia, School of Medicine, Vameouwer. Same 

Man. University of Manitotha Faculty Isat Same 

4 Dalhousie University Faculty of Medicine, 7 

(ont. Queen’+ University Faculty of Medicine, Kingston At Same 

a University of Toronto Faeulty of Mesticine, Same ie 


Total 


* Namber years required alter Junior matriculation in high school for admission to medical school. 


A, preme 


t In the ease of Queen's Ottawa, and Toronto, where years of ——F college work is under the Faculty of 


years of medical «choo! iteell, the figiire given admits to the first 
gram directly, two veare of college 
Degree in arts and sclenees If college work is taken elxew 

1A very definite preference ix given to those 

* Intern and premestiea! Agures not inched. 


There has been an initial or continuing interest 
expressed in the potentiality of constructing new 
medical schools in Connecticut (Hartford as part 
of the University of Connecticut); Texas (San An- 
tonio or Austin as part of the University of Texas); 
Arizona, Idaho, and Massachusetts (Boston as part 
of Massachusetts Institute of Technology). In the 
latter three instances initial interest appears to be 
directed toward the possibility of developing two 
year schools of basic medical sciences. Early but 
perhaps less well-formulated interest in the de- 

t of new medical schools is present in 
New York, Philadelphia, and Illinois. 


CONSTRUCTION OF FACILITIES 


During the year 1957-1958 there was an unusual 
amount of construction activity as 60 United States 
and 5 Canadian schools reported the initiation of 


are needed in addition to the douse given. 


jon to the four 


Mevtieine in addit 
| college year of the faenity. To enter the four-year medical school pre- 


re. 
who have baccalaureate degrees. 


Major construction initiated includes 15 new 
facilities or expansion and/or renovation of old 
facilities primarily for research, seven primarily 
for teaching, seven clinical facilities, and five stu- 
dent dormitories. Stanford initiated construction of 
its new basic science building and hospital in Palo 
Alto in anticipation of moving the medical school 
from San Francisco to the University campus. 
Johns Hopkins began construction of a new basic 
science building. The new hospital at West Virginia 
was begun anticipating expansion of the school to 
include the full four-year program. 

Major construction planned for initiation in 1958- 
1959 with funds already committed includes 19 
new facilities or expansion and/or renovation of 
old facilities primarily for research, eight primarily 
for teaching, seven clinical facilities, and two stu- 
dent dormitories. Tulane will begin construction 


Vv. 
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of a large teaching and research building that will 
bring all departments together on one campus. 


Wayne plans to begin building a new basic science 


under way for its new al and Utah will under 
take the construction a new medical center 
In Canada, Alberta a substantial ex- 


in the forthcoming year; and McGill will initiate 
construction of the first unit of its new medical 
center. 
MEDICAL SCHOOL EXPENDITURES 
In last year's report on Medical Education in the 


terminology. For example, 
accepted method within 


counting for direct costs of patient 
in certain 


cedures that result in the expenditure of those 
funds being identified under that heading. One of 


ist Pree and &1-57 
medical let and sth Intern Irrewular to 
Year Year Vear Year Year Vear Year Total Student 
0 a7 47 Rocke Robertson, M. D., Acting Dean 
0 “l | ie B. Stewart, M. D., Dean... ‘4 
131 Th 0 119 J. A. MacFarlane, Dean................ 
0 16 wm Lieyd G. Stewenson, M.D... Dean............ ” 
0 121 16 We 0 “1 ” 12 Wilthrod Bonin, M. D., Dean.................. 
as the basis for much of the material in these re- 
ports. There continues to be a need for a clearer not iture could be and in some 
concept of medical school costs. Because of his cake 
ex and continuing interest, Mr. A. J. funds (h), state appropriation (f) or state subsidy (g). 


expenditures for 1957-1958 under each of the items 
listed in table 15. 


perience 
Carroll,* Business Officer, State University of New 


Under these circumstances, the cannot be 
broken down validly to indicate the percentage of 
total expended funds that originated in any listed 


Taste 14.—Estimates of Costs for Construction of Facilities 


imated Estimated 
Construction t 
United States Schools, 1957-1958 Cost Cost Total 
(Construction Completed ....... 400,000 41,970,000 
(onstruction Planned* ......... 355,000 000 1 
Canadian Schools, 1957-1958 
(Construction Initiated ......... 1,000 
(Construction Completed ....... 5 480000 5 800,000 
400,000 


* Funds already committed and construction planned for 1958-1950. 
* Some schools reported equipment costs as part of construction 


source. The sums under actual - 
tures for 1956-1957 and estimated expenditures 
for 1957-1958, however, are based on sufficiently 
similar accounting practices within each school to 
make certain comparisons feasible. 
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ical schools of ac- 
such costs are included, and in others they are not 
a part of the individual school sums that are re- 

flected in these totals. 

In table 15 with each item there is an indication 
pansion of its basic science building; British Co- of the number of schools which reported sums 
lumbia completed a pathology building and will under that item and the composite of which repre- 
begin construction of a new basic science building sents the total for that item. It is to be emphasized 

that the number of schools reporting under a given 
item reflects a mixture of both schools expending 
many possible examples is cited for clarification. 
United States and Canada, specific quantitative All schools receive funds from students as payment 
data on medical school expenditures were not pre- of charges for tuition and fees (j), yet 30 schools 
sented because of lack of assurance in regard to report no expenditure of funds under this item. Of 
the completeness and validity of the information the private schools not reporting, the expenditure 
solicited in the annual questionnaire that serves would most always be included under the item for 
Schools in Canada 
Part Time Graduates 
the question dealing with medical school expendi- 
tures in this year's questionnaire. Mr. Carroll 
framed a question which solicited from each school | 
The data in table 15 are presented with more 
assurance in regard to completeness but nonethe- 
less with considerable reserve as to the accuracy 
with which they present total medical school costs 
or estimates of costs. Because these figures have a 
different bese than Qnenciel data presented in 
previous reports, they cannot and should not be ” 
compared with what superficially may appear to 
be similar cost figures in reports of other years. 
The greatest doubt as to the accuracy in reflect- 
ing the grand totals of actual and estimated ex- 
penditures is the lack of uniform practices and 
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Expenditures estimated for 1957-1958 were 13% 
greater (32 million dollars) than actual expenditures 
for 1956-1957. Increments greater than the esti- 
mated 13% in total expenditures are found in items 
for endowment income (i) 20%, grants and gifts 
for teaching (c and d) 19%, state appropriation (f) 
19%, teaching expenses paid from medical service 
funds (m) 18%, overhead on grants (k) 17%, and 
grants and gifts for research (a and b) 16%. Esti- 
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ii 

itures, itures, 
Sourees of Funds 14 1857 1457-198 


and grants for 


73 31 437 068.38 
Subtotal, items a & b 71,08), 0040.48 458,907 16 
( ©) Pederal for 
( d) Nongov wifts 
and grants for 
teu 
ae & 6976 573.06 
( f) State, or 
appr ypriation for 
defrayal of medical 
school expenses ........ 4 47 7M ST 
( «) State, county, or city 
subsidies paid as reim- 
bursement for medieal 
(hh) General University Funds 
( Endowment income ...... M 16,616,219. 
( k) Owerhead on seece 438,158.41 
( Teachin 
support. 
salaries and 
supplies) paid 
by and clinies » 13,870, 080.57 
eX pe nses 
rom tmedieal serv 
(mie p and 
ses provided by 
versity 
tive, hulkting 
grounds, ~~ 


Grand Tota 


Please refer to text under «ame tithe. 


mates of expenditures from all other items (e, g, 
h, j, l, n, and o) are of a lesser increase than that 
estimated for the total. 

The total actual expenditure for the median four- 
year school in full operation for 1956-1957 was 
between $2.370 million and $2.443 million. The 
total estimated expenditure for the median four- 
year school in full operation for 1957-1958 was 
between $2,871,000 and $2,877,000. The estimated 
total increase in expenditures for the median school 
amounted to almost $500,000. The range of change 


© See section of report titled Medical School Financing. 
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between funds expended by all 85 schools in 1956- 
1957 and their estimated expenditures was from 
$600,000 to more than $1,400,000. Eighty schools 


estimated increased expenditures, and only five 
estimated lesser expenditures. 
In 1956-1957, 33 of 85 schools less than 


2 million dollars. In 1957-1958, 28 of the 85 schools 
estimated expenditures under 2 million dollars. 

It is pertinent to again point out that data pre- 
sented for medical school expenditures cannot with 
present knowledge be translated into costs of edu- 
cating medical students—or indeed any other single 
function of medical schools. These meaningful 
interpretations will be possible only when there 
is available a uniform, functional cost accounting 
system. The reader is referred to the section of 
this report on Medical School Financing for infor- 
mation in regard to a proposed study of medical 
school costs on this basis. 

Canadian schools’ expenditures are not — 
since the returns from several schools did not 
tain adequate information. 


FULL-TIME FACULTY POSITIONS IN THE UNITED 
STATES UNFILLED 1957-1958 

Previous references elsewhere in this report have 
been made to the recognized needs for additional 
educational facilities in medicine to prepare in- 
creased numbers of physicians to provide health 
care to a rapidly expanding population. The cre- 
ation of new and the expansion of existing medical 
schools pose difficult and serious problems in rela- 
tion to site selection, construction of facilities, and 
financing. However, even if these problems were 
resolved and additional facilities were now avail- 
able, they would be of limited value without ade- 
quate numbers of competent faculty. 

The number of budgeted full-time faculty posi- 
tions unfilled in 1957-1958 are presented in table 
16. These data should excite real concern in all 
individuals interested in maintaining high stand- 
ards in medicine for they reflect a sharp increase 
in what was before only a suggestive upward trend 
in the numbers of unfilled faculty posts (table 17). 
Unless this trend is broken, it seems unlikely that 
additional physical resources in medical education 
will be able to be staffed effectively. 

A comprehensive study undertaken by the Na- 
tional Academy of Sciences to cast con- 
siderable light on this problem. Some of the early 
available information from that study appears in 
this report under title of “National Academy of 
Sciences—-National Research Council Study: Post- 
doctoral Education in the Medical Sciences and 
Research; A Preliminary Report.” 

Table 16 indicates that 32% of all the unfilled 
positions are newly created posts. The number of 
unfilled newly created posts last year represented 
a larger segment (45%) of last year's total vacancies. 


1S 
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the educational program 


GRADUATE EDUCATION IN THE BASIC 
MEDICAL SCIENCES 


sciences, the last few annual reports on Medical 
Education in the United States and Canada have 


Taste 16.—Budgeted Unfilled Full-Time Faculty Positions in Medical Schools of the United States, 1957-1958 


Professor 
Professor 


Associate 


Kasic Science Departient. 
2 7 2 
7 1 1 

Department. 

Neurology .......... bd 1 
gynecology ............ ‘ ! 
orthopedic murmery 2 0 
Physica! medieime 2 ! 2 
Public health & preventive medicine ? 
(other Clintes! Department. 0 bed 


Tore 


and New 
Old Positions, No. Positions, Total 
= 
bd 1 ? ! ! 
w " 7 Is w » 
“ 2 8 3 7 
? 2 2 2 3 2 
1 2 ‘4 2 2 
. 4 4 8 a 
” 1 1 2 ‘ 1 1 1 ? 5 
Ww mw i 1b ol 


basic medical sciences (see section under this title) 
since students in these 

grams represent the most assured pool of future 
this at best can result in providing only a part of 
the additional faculty members needed. 

It is to be emphasized that the vacancies exist- 
ing in faculty posts presented in table 16 reflect 
only the numbers of faculty personnel required to 
maintain medical education at today’s qualitative 
level and to produce graduates of the present 
quantitative order. Higher educational standards 
will not be solely related to increasing numbers 
of full-time faculty. Almost surely augmented num- 
bers of competent teaching personnel will be an 
important factor in attaining advanced educational 
levels. It is certain that expansion of educational 
opportunities in medicine to meet the physician 
needs of an enlarging population can occur without 
serious harm to the quality of medicine taught and 
therefore of medicine practiced, only with a con- 
comitant expansion of the body of full-time faculty. _ 


wr 


Taste 17.—Budgeted Unfilled Full-Time Faculty Positions 
in the United States (1954-1955 to 1957-1958) 


194-195 1955-100) 1957-1908 


Is 2 
& gynecology ......... 13 
Preventive medicine .............. 1 “ 


included information about graduate programs 

offered in the basic medical sciences and the num- 

ber of students enrolled in these programs. The 
increase in the number of unfilled full-time 
positions (table 17) makes this information 
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Because of the importance of acquiring well- 
prepared teaching personnel in the basic medical 
enrollments in advanced degree programs in the 
Newly Budgeted 
Positions, No 
| 


Tasre 18.—Advanced Degree and Postdoctoral Programs 


United States 


Medical College of Alabama 
College of Mectienl Evangelists ................. 
University of California, Los Angeles ......... 
University of Southern California ............. 
University of California, San Francisco ....... 
tworge Washineton University ................ 
GE 
Medical (ollewe of Georgia 
Northwestern University 
Stritch Bchoul of Medicine 
Louisiana State University .................... 
Wayne State University ......... 


Washington University .............. 
Creighton University ......... 


Seton Hall Coilece of Medicine and Denti«try |. 
Albert Einstein College of Meciieine ............ 
New York Medical Collewe ......... 


State University of New Vork, Downstate 


fical Center, New York City .............. 


University of Rochester ....... 


State University of New Vork, Upetate 
Medical (enter, 
University of North Carolina ................. 
Bowman4iray School of Medicine ............ 
University of North Dakota .................. 
University of Cineinmati ................... 
Western Reserve University ........ 
OF 
Hahnemann Medical (ollewe ................... 
Jefferson Medical College ........ 
University of Penneylwania .................... 
Woman's Medical College of Pennsylvania .... 
University of Puerto Rico 
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Tasie 18.—Advanced Degree and Postdoctoral Programs 


Programs and Enrollment 


Masters Doctorates 
: 3 J 
REG 
Medical College of South Carolina ............ d ee d 1 d ee d oe d 1 
@f d 7 ee 2 2 3 1 2 4 a 
d 1 d 1 d 2 5 1 d 2 1 
Southwestern Sehool .................. 1 1 1 2 oe oe 
University of Texas, Medical Branch .......... ‘ 1 2 
cc Ww w 1 7 #3 7 ee 1 iri 
University of Utah d 7 d és «6 5 
Metical College of Virginia ..... d 1 1 d 3 1 
Canada 
University of Britieh Cohumteda 1 7 ee 1 n 1 d 
3 2 1 1 3 1 1 ee 1 3 
1 1 oe d f 1 os 2 
University of Western Ontario ................ 1 1 1 3 8 1 
1 ‘ we 1 6 ‘ ‘4 d 4 
d 1 1 < 2 1 J a 
University of Saskatehewan ................... 8 1 ! 1 4 
* Cheek (/) indicates an authorized program in which no students were enrolled during the year reported. 
* An unknown number of these may be for doctoral deerees, <ince level of work was not «pecified. 
ever more pertinent. It is to be remembered that Though not striking, there has been an increase 


general university departments in the biological in the total number of students working toward 
fields offer graduate programs which serve as an- doctoral degrees in the basic sciences (table 19). 
other source of teachers and investigators for med- Such a trend is not evident in enrollment figures 
ical school departments of basic sciences. Data in for programs leading to the masters degree. 


regard to such general university graduate pro- At the masters degree level, the largest number 
grams are not available for reporting here. The of enrollments occurred in microbiology, followed 
study of the National Academy of Sciences- by biochemistry and physiology. At the doctoral 


National Research Council described elsewhere 
will bring further understanding of present re- Taste 19.—Enrollment in United States Graduate Programs 


sources and future potentials for career teachers in Basic Medical Sciences, 1955-1958 

In table 18 are presented data for each school lite 

showing by basic science discipline the numbers 


of students enrolled who are working toward the 
masters or doctoral degree and postdoctoral stu- 
dents who are doing advanced study after having level the largest enrollment was in biochemistry, 
acquired a doctoral degree. Where checks (\/) followed by microbiology and physiology. The 
appear in the table, the programs indicated are greatest number of both masters and doctoral de- 
offered, but no students were enrolled during the grees awarded was in microbiology, with biochem- 
year concerned. Table 18 also presents by school istry and physiology following in order. 

and by discipline the number of advanced degrees Information concerning graduate programs of- 
awarded in the basic medical sciences during the fered, students enrolled and graduate degrees 
academic year 1957-1958. awarded in the basic medical sciences by Canadian 


* Data not collected for 15-168. 
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schools are presented as part of table 18. Since this 

information was not available for previous years, 

it is not possible to draw comparisons. 

TEACHING RESPONSIBILITIES FOR OTHER THAN 
MEDICAL STUDENTS 


All of the medical schools in the United States, 
except one of the newly developing schools, have 


gram. In the case of eight schools, the additonal 
teaching responsibilities include only interns and 
residents and in the case of three, include only 
practicing physicians in continuation education. The 
remaining 76 schools have responsibility for stu- 


such other students as those in physical therapy, 
occupational therapy, medical records, and medical 
librarianship in addition to medical students in the 
medical graduates in in- 


ibilities 


reee Awarded, 1%). 

? ! 3 

Table 20 presents by school and student classi- 
fication the educational responsi reported 
by the medical schools in the United States and 
Canada for students other than medical students 
in the basic program. Omitted from the table is a 
column portraying the number of enrollments by 
the numbers reported did not appear to have a 

teaching responsibilities for students in addition comparable base and thus did not seem to present 
an accurate picture of that educational responsi- 
bility. 

The additional teaching responsibilities of the 
medical schools continue to increase each year. 
For the United States, such other students totaled 

at least 44,100, plus at least 20,500 physician en- 
dents in dentistry; nursing; pharmacy, x-ray and rollments in continuation courses. This represents 
medical technology; arts and sciences courses; and —q total of more than twice the number of medical 

students in the basic four year program. As has 
been pointed out previously, the totals given for 
other than medical students probably represent 
less than minimum real figures of the additional 
ternships and residencies in the teaching hospitals teaching responsibilities. For instance, a number 
of the schools, and physicians in continuing or of schools reporting zero nursing or arts and 
postgraduate medical education programs. sciences students added that medical school faculty 
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teach students in schools of nursing, social welfare, A major additional teaching responsibility, that 
public health, as well as participate in the arts and of physicians in postgraduate educational programs, 


sciences college programs. 


is omitted from the table because the figures did 


Professional, 
No. Enrolled 
(Not Candidates 
Undergraduates or Basie Professional, for Advanced 
No. Enrolled ree) 
* = 
Medical Schools in The United States i 2 
4 University of California School of Medicine, Low Anweles.... ” a7 
University of Southern Caifornia Schoo! of Medicine, Los Anweles............. ~ ” ~~ 
Medical College of Georgia....... ” 0 1 3 
Johns Hopkins University School of Medicine... ” ” ” 0 3 
™ University of Maryland School of Medicine and College of Physicians 
«University of Mississippi Sehool of Medicine... “4 0 0 an 
University of Nebraska College of Mewdieime. 0 » o 7 7 
48 Seton Hall College of Medicine and sl v0 0 o 0 
Albert Einstein College of Medicine of Yeshiva 0 0 ie 
49 New York Medical College, Flower and Fifth Avenue Hospitals.............. 0 0 0 


the one or two hospitals most closely related to 
each medical school are included, although some 
aculty time must be spent with interns and resi- 
dents in other hospitals affiliated with the medical 
schools. 


not seem, on the basis of other information the 
Council has, to have a comparable base among the 
schools. It will be recalled that in the Fifty-seventh 
Annual Report *’ a year ago, the analysis of 1,054 
postgraduate courses in the 1956-1957 year showed 


Only those interns in 
Taste 20.—Teaching Responsibilities for 
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total physician enrollments of 34,913. Since 58.9% 
of the courses and 58.1% of the course hours oc- 
curred in medical schools or their teaching hos- 


Other than Medical Students, 1957-1958 
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outside the medical school itself, this teaching re- 


sponsibility is an important one not portrayed in 
the table 20 for the 1957-1958 year. 


State University of New York Downstate Medical Center, New York City 


University of Oregon Medical School 


University of Rochester School of Medicine and Dentistry................. 
State University of New York Upstate Medical Center, Syracuse........... 
University of North Carolina School of Medieime........ 


University of Cincinnati College of Medicine.............. 
Western Reserve University School of Medieine........... 
Ohio State University College of Medieime... 
University of Oklahoma School of Medieine... 


Hahnemann Medical College and Hospital of Philadelphia................. 
Temple University School of Medieime. .. 
University of Pennsylvania School of Medicine... 
University of Pittsburgh School of Medicine... 
University of Puerto Rieo School of Medicine. ...... 
University of South Dakota School of 
University of Tennessee College of Medicine... 
University of Texas Southwestern Medical 
Baylor University College of Medicine. ..... 
University of Vermont College of Medicine... 
University of Virginia School of Medicine... 
University of Washington School of Medicine... 
West Virginia University School of Medieime.... 
Unbveraity of Medien) 
Marquette University School of Medicine. .... 


Medical 
University of Alberta Faculty of Medicine... 
University of Britith Columbia School of Medieine......................... 
University of Manitoba Faculty of Medicine........... 
University of Ottawa Faculty of Medicine... ...... 
University of Western Ontario Faculty of Medieine........................ 
University of Toronto Faculty of Medicine. 


University of Montreal Faculty of Medicine... ....... 
University of Saskatchewan College of 


tes for 
No. 


Candida 
Degrees, 
Interns 
Residents 


= Dental Students 


TTT 


Ea 


& 


10,127 


= 


BE 


vice 


pitals, there were probably at least 20,500 physician 
enrollments in these courses for a total of 31,094 
course hours. Considering that medical school 
faculty personnel are involved in teaching in a 


majority of all postgraduate courses including those 


If one assumes that the schools were at least as 
active in courses for practicing physicians in 1957- 
1958 as was ascertained in the previous year, four 
categories of other than medical students account 
for more than two-thirds of the additional educa- 


Professional, 
No. Enrolled 
(Not Candidates 
Undergraduates or Basic Professional, for Advanced 
No. Enrolled Degree) 
2 
.... 
4 17 
11! 
Kowman Gray School of Medicine of Wake Forest College................ 
University of North Dakota School of Medicine....... Setedtecsecoccoeseuses 


tional responsibility in United States schools in 
1957-1958. These were physician enrollments in 
postgraduate continuation courses (at least 20,500), 
student nurses (10,252), residents (10,127), and arts 
and science majors (4,131). It should be pointed 
out that ate numbers in the first and last categories 
just mentioned represent enrollments rather than 
individuals. 

Relative to their total number of medical students 
in the basic four-year programs, the 12 Canadian 


tional responsibility for other students than did 
United States schools. In Canada, the other than 
medical students totalled 10,263, not counting the 
413 students in premedical college work for whom 
three medical faculties (Queen's, Ottawa, and To- 
ronto) had responsibility. The other students com- 

almost three times the 3,685 medical students, 
not including physicians in continuation courses 
for which information was not comparable. The 
single group comprising about one-half of the other 
students were arts and science majors (5,271), 
while student nurses made up the next largest 
category (1,366). 

The large numbers of other students for whom 
medical schools have educational responsibilities in 
addition to those imposed by medical students have 
significant implications on the nel, budget, 
and facility needs of the schools. Unless these needs 
take into account the total teaching, research, and 
service responsibilities of each school, the educa- 
tional value of any or all of the programs may be 
impaired. 

SUPPLY OF ANATOMIC MATERIAL 

The questionnaire this year to the medical schools 
included specific inquiry about the adequacy of 
supply of cadavers. In reply, although 72 schools 
indicated that the supply was adequate for the 
teaching needs of first year medical students, 13 
of the 72 schools expressed reservations regarding 
the total adequacy of their anatomic material. 
Seven schools stated that the supply was barely or 
minimally adequate, one suggesting poor quality 
of material. Four schools stated that the quantity 
was satisfactory for first-year students but that it 
was inadequate for teaching surgical anatomy, 
seniors, and postgraduate courses. Two schools 
noted that the limited amount of anatomic ma- 
terial available increased the number of students 
per cadaver more than was desired, i. e., five or six 
students per cadaver as compared to the desired 
four, or four students per cadaver in a school where 
a 2:1 ratio is preferred. 

Of the 13 schools in nine states and territories 
reporting an inadequate supply of cadavers, 5 com- 
mented that the state and county welfare agencies 
are providing burial to an increasing extent for the 
indigent who have ever received public assistance 
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in any amount, thus decreasing the supply of ana- 
tomic material from the unclaimed and indigent 
deceased. 

Requests or will-contracts disposing of the — 
to the medical school were mentioned by 
schools, 5 of them deing in California and } 
others in Florida, Ohio, Pennsylvania, Texas, and 
Wisconsin. Six of the schools cited bequests of 
bodies as providing an increasing supply of cadav- 
ers. One school in California relies entirely on the 
willed body program. Another school in that state 
expects to be able to do likewise in two years. A 
third school, which requires 50 cadavers a year and 
which would need 1,500 will-contracts to meet that 
need, received new will-contracts in 1957-1958 at 
the rate of 10 each week. 

Considering the trend toward diminution in sup- 
ply of cadavers from the unclaimed indigent pop- 
ulation as well as the unprecedented response by 
the public in meeting the need by bequest in those 
states having statutes enabling such will-contracts, 
it is to be hoped that additional states will act to 
give legal recognition of bequests of bodies to 
medical schools. 

Another factor among the schools which reported 
without reservation an adequate supply of anatomic 
material was the establishment and maintenance of 
understanding of the needs of the school as well as 
good relationships with morticians, social welfare 
agencies, and other public officials concerned with 
the disposal of unclaimed bodies. The development 
of such insights and helpful interpersonal relation- 
ships appears to be an important approach for 
better assuring an adequate supply of anatomic 
material. A medical school in one state having a 
potentially effective supply through law, but a 
lack of implementation by public officials, under- 
took to communicate to those officials the impor- 
tance to the public of securing cadavers in order 
that the medical school could continue to meet its 
responsibilities in the education of medical stu- 
dents, physicians, and the advancement of medical 
science. That school reported that the cadaver sup- 
ply, which had been relatively inadequate until 
1954-1955, improved substantially to such an ex- 
tent that a two-vear supply was on hand in 1957- 
1958. 

With few exceptions, those schools in states hav- 
ing a state anatomic board or committee established 
to provide cadavers to medical and dental schools 
report no lack of anatomic material. 

In Canada, 10 schools reported an adequate sup- 
ply of anatomic material, though 4 of those 
schools expressed reservations. One stated the sup- 
ply was barely adequate and another school re- 
ported that it was adequate “only recently.” A third 
Canadian medical school reported a shortage of 
female cadavers. A fourth, which prefers four stu- 
dents to one cadaver, stated that the available sup- 
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permits only a 5:1 ratio. Neither of the two 

ls reporting an inadequate supply proffered 
an explanation. Only one Canadian school, the 
University of British Columbia, cited bequeathed 
bodies as a source of anatomic material. 


SUPPLY OF ANIMAL MATERIAL 


A sufficient supply of healthy animals of various 
kinds is important not only to the educational 
activities of a modern medical school but to its 
research as well. Specific inquiry of the medical 
schools was made for 1957-1958 regarding the avail- 
ability of living animals. The responses present 

that should concern the practicing pro- 
fession, medical educators, and all others interested 
in the humane treatment of dogs. 

Three schools in the United States did not reply 
regarding the adequacy of animal material. Of the 
82 schools replying, 12 stated that the supply was 
frankly inadequate, while 69 schools reported with 
reservations that the supply was adequate in 1957- 
1958. The reservations included “adequate for 
teaching but not for research,” “barely adequate 


an “adequate but” supply had one or more of these 
reservations. 


The 12 schools reporting a frankly inadequate 
supply, chiefly of dogs, commented that the ac- 


a major cause of the difficulty. This necessitated 
purchase of dogs from distant vendors, resulting in 
the delivery of ill kept dogs that were initially 
costly as well as expensive in terms of restoring 
the animals to health and in the limitation of re- 
search requiring healthy animals. It would seem 


sources. The shipping of animals who are initially 
ill kept certainly must contribute further to their 
misery. If humane societies are concerned with the 
comfort of dogs, cutting off a local supply of 
healthy, though unclaimed, animals can only result 
in their shipment without adequate provision for 
proper feeding and care by the dealers who secure 
them. On the other hand, medical schools must be 
concerned with the health, comfort, and feeding of 
their animals because the results of tests are mean- 
ingless when the animals used are ill at the outset 
or are subject to pain. 
All 12 of the Canadian medical schools 

an adequate supply of animals in 1957-1958, al- 
though one school commented about the “prohibi- 
tive” cost. 


MEDICAL STUDENTS 
ENROLLMENTS 


For the ninth consecutive year, the number of 
students enrolled in approved and newly deve 
ing medical schools in the United States has 
lished a new record high. enrollment 
data for the individual schools is shown in table 12. 
Comparative data for this and preceding years are 
presented in table 21. In order to provide a true 
picture of medical education in the United States, 
table 21 and subsequent tables, unless otherwise 


Tasre 21.—Schools, Students, and Graduates in the Medical 


Schools Year Vear Year Vear Total uates 
7 740 4675 645 TA 
Inechides schools in development. 

Inchides schoo isionally appro et 

Seton Hall College of Medicine and , and 


and part-time students. The numbers of these stu- 
dents are tabulated for each school in the column 
after the total enrollment, although they are dis- 
tributed in the enrollment figures in the prior col- 
umns of the table. A later section of this report 
categorizes for the first time the kinds of activities 
of part-time and special students. 

The median total enrollment in 1957-1958 was 
321, compared with 330 last year and 335 in the 
1955-1956 year. The average total enrollment was 
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noted, contain additions in the appropriate columns 
of the students in the newly developing schools: 
the University of Florida College of Medicine, 
and Basic Sciences Schools in the United States, 1931-1958 

for present needs,” high cost, unpredictable de- 

livery with seasonal shortages or inadequacy on 

tivities of antivivisectionist groups and their con- 

trol of humane societies and local dog pounds were 

that if the humane societies were really primarily 

interested in the welfare of dogs, they would not 

adopt attitudes and policies that make it necessary 

for medical schools to secure dogs from distant 
Albert Einstein College of Medicine of Yeshiva 
University. 

As was also the case in the previous three years, 
the figures in table 12 for enrollments by class as 
well as the total enrollments include the special 
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Taste 22.—Number of Applicants and Completed Applications by School for Class First Entering 1957-1958° 


Total 
Applications Av. No. of 
Size of No. of Applications by Applications 


Preshina ants to per 
Men Women Total. School Applicant 
University of California School of Medicine, Low Angeles... 3.7 a 
University of Southern California Sehoo! of “7 ale 37 74 
George Washington University Sehool of Meieime. wl 1318 1370 
Stritch School of Meticine of ~ Sau i” 
University of Chicago, The School of Medicine... s7 
University of College of m Mi as 2 44 
State University of lowa College of Medicine... us 2.1 
Tulane University of Louisiana School of Medicine... 1s low 7407 | 
University of Marviand School of Medicine and Collere of Physicians and Surgeons... le 20 77 
Saint Louis University School of Medicine...... iv low 
Seton Hall College of Medicine amd Dentistry... ~ on 
Albert Einstein College of Medicine of - 1,130 
New York Medics! (College, Flower and Fifth Awenue he 6,870 
State University of New York Downstate Medical Center, New York (ity.............. 13 ine 12m 
University of Rochester School of Medicine and Dentistry. 1.119 lies 
State University of New York Upstate Medical (enter, ~ 99 
Rowman Gray School of Medicine of Wake Forest 7 siz 6 AS 
University of North Dakota Mehool of Medicine... 4 hw 37 
Western Reserve University School of ... 1,372 waz 74 
Hahnemann Medical College and Hospital of los 1,07 “ al 
University of South Dakota Schoo! ot Medicine. 74 
7 ‘ 5475 ao 
West Virginia Uaiversity ot Same ” a4 
Marquette University Sehooi ~ | 37 731s 
* Reference 31 
* Total number of applications filed by all applicants to all medical schools. 
i Total number of individuals applying for entrance to Fall 1968 class was 15,791. Average applications per 


applicant were 3.9. 
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347, compared with 366 last year and 370 in the 
1955-1956 year. The trend to smaller total classes 
noted last year appears to be supported by the 
current median and average. However, = stu- 
dents in the entirely newly developing schools 

more than compensate so that the number of total 
students is greater than ever. 

Four schools each had a total enrollment 
than 600 (Tennessee, Michigan, Jefferson, and Illi- 
nois). Last year a fifth school, the University of 
Texas at Galveston, with an enrollment of 601, was 
also included in this group. 

As was the case last year also, the University of 
Michigan and the University of Tennessee medical 
schools admitted more than 200 students into their 
entering classes in 1957-1958 (206 and 220 respec- 
tively). There were this year five additional schools 


The total entering class was the largest yet en- 
rolled (8,030), as tables 12 and 21 portray. How- 
ever, there was not the large increase in 1957-1958 
that occurred in 1956-1957 when the entering 
classes of the newly developing University of Flor- 
ida and Seton Hall medical schools were included 
for the first time. Six schools had major changes in 
entering class size compared to the previous year; 
four increased and two decreased. The increases 
included Howard (33.3%), West Virginia (29%), 
College of Medical Evangelists (16.3%), and Miami 
(11.2%). The University of Texas at Galveston and 
Western Reserve University medical schools’ first 
year classes decreased by 19.5% and 9.9% respec- 
tively. The median entering class numbered 86 
students as compared with 84 in 1956-1957. The 
average first-year class in the four year schools was 
97.2 compared with 94 in the previous year and 97 
in 1955-1956. 


Taste 23.—Number of Applicants to Medical Schools, 
1948-1958°* 


Individual 
Year 
* Reference 


Table 22, by 
ican Medical Colleges lists by schools the n 
ber of applicants and applications to each of the 
schools for the 1957-1958 entering class. I 
be noted that, although the and 
women listed as applying to each school 
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plicants. There were a total of 60,946 applications 
to all medical schools filed by 15,791 applicants, 
or an average of 3.9 schools applied to by each 
prospective medical student. For a complete and 
detailed study of applicants, applications, and ac- 
ceptances for this class, the GEE study” should 


be consulted 


Taste 24.—Schools, Students, and Graduates in the Medical 
and Basic Science Schools in Canada, 1948-1958 

Ist td éth tired 

Sehools Year Year Year Year Total wate 


school of the basic 


remaining sciences (Saxkatehewan) 
became a four-year school 


medica 
with students in all years. 


Although the number of applicants decreased a 
trifle in 1957-1958 compared to the preceding year, 
there was no significant change. The ratio of ap- 
plicants (15,791) to places in the entering class 
(8,030) remained 1.9:1 as it was in the previous 
year. Table 23 presents the number of individual 
applicants to United States medical schools each 
year for the past 10 years. 

The Canadian medical schools, as shown in table 
13, also had in 1957-1958 a larger enrollment than 
previously of medical students, if the students in 
only the basic four-year program are counted each 
vear to give comparable figures, excluding t'ose in 
the premedical or required intern years. Compara- 
tive data for this and preceding years are presented 
in table 24. The median enrollment in 1957-1958 
was 228 and the average 307, as compared with 
224 and 304 in the previous year. Data on the ap- 
plicants and applications to Canadian schools were 
not available for the 1957-1958 academic vear in 
time for publication. 

In 1957-1958, 82 United States citizens were en- 
rolled in the first medical year in Canadian schools 
as compared with 4 Canadians enrolled in the first- 
year classes of United States medical schools. This 
is 10 fewer United States citizens in Canadian first- 
year medical classes than was the case in the 1956- 
1957 year. Even so, the favorable net balance of 
78 United States citizens in the first medical year 
of Canadian schools represents the equivalent of 
another United States school having a class size 
larger than that of 28 of the United States medical 
schools. 


ENROLLMENT OF WOMEN STUDENTS 
Information by school on the number of men 


and women enrolled and graduated in the United 
States is shown in table 25. Woman's Medical 


with first-year enrollments of 150 or more students, ae 
though six schools were so categorized last year. 

for the schools enumerate applications and not ap- 


College enrolled only women, while Dartmouth 
and Jefferson continued to limit their enrollments 
to men. In 1957-1958, the 1,644 women enrolled 
comprised 5.57% of all enrollments, as compared 
to 1646 or 5.65% in 1956-1957. The proportion de- 
creased slightly due chiefly to a larger total enroll- 
ment figure as only two fewer women were en- 
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more than 40 women. Six other medical schools 
each enrolled more than 30 women: Howard, Har- 
vard, Michigan, Western Reserve, Temple, and 
Tennessee. In five medical schools, women ac- 
counted for 10% or more of the enrollment: How- 
ard, Boston University, New York University, 
Western Reserve, Puerto Rico. Women comprised 


Taste 25.—Distribution of Students and Graduates in the United States and Canada by Sex, 1957-1958 


Student« (iraduates 
United States Men Women Men Women 
Medical College of Alabama ............. 
College of Metien! Evangetiets .......... 
University of California, Angeles ... Is ” 
University of Southern California ....... 
University of California, San Francisco, ~ 3 
tieorge Washington University .......... wi 2 ‘4 
Medical Collewe of Georgia 1 
(hieago Metieal Sehool 1 
Northwestern University 2 3 
Stritch School of Medicine ............... 72 1 
Is 1% 3 
State University of lowa 3 
Louisiana State University ............... 
Johns Hopkins University ................ 272 a 
University of Maryland .................. ua " 7 1 
Harvard Medieal Sehool ................. 1% 
University of Michigan ................... 7 
Wayne State University .................. i 7 
University of Minnesota a Ww 
University of Mississippi ................. 2 
University of Missouri .................... ar 4 31 1 
Saint Louls Uniwersity 45 16 1 
Washington University a 3 
University of Nebraska ~ 1 
Dartmouth Medical School ............... 
Seton Hall ¢ ot Medicine 
Albert Einstein College of Medicine ..... 
New Vork Metical College ................ 470 7 mM 4 
University of New York, Down. 
¢ Medical Center, New York City . 133 


Students Greguates 
United States Men Women Men 
University of Rochester ................. .- & 7 71 2 
State University of ~~ Upstate 
Metical Center, Syrmeuse we 2 
School of Medicine ....... 1 
University of North Dakota .............. mo 2 ” 0 
University of Cincinnati ................. 2 
Western Reserve University .............. 7 
Ohio State Uniwersity | Is 2 
University of Oklahoma ................. 7 2 
University of Oregon In 4 
Hahnemann Medical College ............. ‘4 
Jeflerson Medien! Collewe ................ ” 
University of Pennsylvania .............. om lw Its 
Woman's Medical College 
University of Pittsturgh ................. 4 
University of Puerto Riew ................ we 4 
Medical College of South Carolina ...... 73 2 
State University of South Dakota ....... 77 3 ” ” 
Meharry Medical College ................. MS 4 2 
University of Texas, Southwestern ...... 
University of Texas, Gialvestom ......... 
University of Vermont Wo 
University of Virginia .................... 
Medical College of Virginia .............. 2 4 
West Virginia University ................. 22 ln ” ” 
University of Washington ................ “7 ‘4 
University of Wiseomsim 2 
(anada 
University of Alberta... w 2 
University of Britieh .......... “ 
University of Manitoba .................. wu iz as 2 
University of Western Ontario ........... 76 13 
University of Montreal ................... 
University of Saskatehewan .............. 


rolled. The total women graduates increased, as 
predicted last year, by 25, comprising 5.1% of all 
— compared with 4.8% in the 1956-1957 
class. 

Excluding Woman's Medical College, the med- 
ical schools of four universities (University of Ili- 
nois, State University of New York in Brooklyn, 
Columbia University, and New York University), 


one more than in the previous year, each enrolled 


10% or more of the graduating class in four schools: 
Howard, Boston University, Wayne State, and 
Western Reserve. 

The enrollments and graduates by sex in Ca- 
nadian medical schools are also depicted in table 
25. In 1957-1958, 259 women comprised 7.02% of 
the total enrollment, an increase of 23 or 917% over 
the 1956-1957 year. All 12 schools had women en- 
rolled, although Queen's University had no women 
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graduates. The number of women medical students 
enrolled in Canadian schools has increased each 
year for the past four years, although it has not yet 
approximated the 276 women enrolled (7.5%) in 
1953-1954. 

Women graduates in 1957-1958 numbered 44, or 
5.16% of the total graduates, a decrease of 20 as 
compared with 1956-1957, and the smallest number 
absolutely and proportionately since the 1951-1952 
year when there were 36 women or 4.6% of the 
graduates. 

Four Canadian schools (Toronto, McGill, Mont- 
real, Laval) each enrolled 25 or more women. An 
additional three schools (British Columbia, Ottawa, 
and Saskatchewan) each enrolled 15 or more wom- 
en. Two schools, the University of Toronto and the 
University of Saskatchewan, each enrolled women 
as 10% or more of their classes. 


GEOGRAPHICAL SOURCE OF ENTERING STUDENTS 


The residence of students at the time of their 
enrollment in the medical schools in the United 
States are shown in table 26, based on enrollment 
data for 1957-1958 from the medical schools. 

This table indicates that 41% of all first-vear 
medical students came from six states (New York, 
Pennsylvania, California, Ohio, Mlinois, and Texas), 
as has been true for the past two years. The first- 
vear enrollment of the 32 schools in these states also 
represented 41% of the total enrollment for the 
nation. Almost 38% of all medical schools in the 
United States are located in the same six states. 

There were fewer than 20 first-year medical 
students from each of five states (Nevada, Dela- 
ware, Wyoming, Maine, and New Mexico) and 
fewer than 30 students from each of five other 
states (New Hampshire, Idaho, Montana, Vermont, 
and Rhode Island). Of these 10 states, only New 
Hampshire and Vermont have medical schools. The 
74 students from the five states supplying the few- 
est medical students and the 123 students from the 
five other states represented only 2.4% of the total 
first-vear class, 10 students and 0.17% larger than 
in the 1956-1957 academic year. 

Table 27 lists the states in ascending order ac- 
cording to the number of enrolled first-year med- 
ical students per 100,000 population. The six states 
with the largest number of first-vear students are 
distributed throughout this list, with one-half hav- 
ing less than the median number of students per 
100,000 population (4.5) and one-half having more 
than the median number. As was true last year 
also, with the exception of Vermont and Wyoming, 
the other eight states having the smallest number 
of first-year students enrolled in medical schools 
had fewer students than the median number. 

The over-all ratio of students per 100,000 popu- 
lation, excluding members of the armed forces, is 
unchanged from the 4.7 of last year. 
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There were seven schools, all state-owned, that 
enrolled as first-year medical students only those 
resident in the state in which the school is located. 
This appears to be a marked improvement as com- 
pared to 12 such schools in the 1956-1957 vear, 
until the data in table 28 is noted. This table pre- 
sents nonresident enrollments by numbers of 
schools in various proportion categories as well as 
numbers of students involved in the publicly- 
owned schools, as compared with four years ago 
when a similar analysis was developed. It will be 
seen that there is no significant change in the num- 
ber of schools restricting their nonresident enroll- 
ment to less than 10% of the class, or in the number 
of nonresident students enrolled by the publicly- 
owned schools. Not counting the seven schools 
enrolling no nonresident students, the median pro- 
portion of the entering classes consisting of non- 
residents was 8.1% in the publicly-owned schools 
and 50.9% in the privately-owned schools. The 
respective averages were 10.4% and 53%. The 57th 
annual report on Medical Education in the United 
States and Canada™ presented a summary of 
geographical restrictive policies of the medical 
schools based on statements to the Association of 
American Medical Colleges that year. 

As table 29 shows, a total of 37 entering students 
in United States schools came from the territories 
and possessions of Canal Zone, Hawaii, and Puerto 
Rico, and one came from Alaska. The 38 students 
entered 24 medical schools. Hawaii with 20 students 
and Puerto Rico with 16 students contributed near- 
ly all of the 38 students. Of these areas, only Puerto 
Rico has a medical school. 

Table 30 presents the geographic source of first- 
vear medical students in the Canadian medical 
schools in 1957-1958. It should be noted at the out- 
set that 82 students came from the United States 
(while only 4 students from Canada entered United 
States schools), representing a balance favorable to 
the United States of 78 students, as compared to a 
favorable balance of 84 students in 1956-1957, as 
was pointed out in the section on enrollments. The 
82 United States students were distributed among 
11 of the 12 Canadian schools. As in previous years, 
the majority of United States citizens (51 in 1957- 
1958 compared to 47 in 1956-1957) enrolled in 
McGill University. The four United States schools 
each enrolling one Canadian student in 1957-1958 
were the College of Medical Evangelists, the Uni- 
versity of Chicago, Johns Hopkins University, and 
the University of Kansas. 

With the exception of the University of Alberta 
Faculty of Medicine, all other Canadian medical 
schools enrolled in the first medical year students 
not resident in the province in which the school 
was located. The proportion of such students varies 
from 2.5% to 64.7% in the 11 schools enrolling such 
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Tasie 26.—Geographical Source of Entering Students 
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students with only 4 schools taking fewer than 10% 
nonresident students. Three provincially owned 
schools each enrolled more than 10% non-residents; 
two of the schools (University of British Columbia 
and University of Manitoba) each enrolled more 
than 20% of the entering class from outside the 
province of the school. 


Taste 27.—Ratio of First-year Students to State 
Populations, 1957-1958 


Number of Students population’ in the Approved and Newly 
Developing Medical end Basie Selence Sehooks o { the United States 


iz 
7 
24 
a2 
a4 
a4 
a4 
at 
a4 
3.7 
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ae 
a9 

4a 
44 
46 
5a 
57 

71 
Un nited 47 


‘Estimated duly 1, 1957, total population exeluding members of the 
forces ees stationed | each area. Current Population Reports, series 
States ne medical schoo! 


Of the total of 215 out-of-province students en- 
rolled in the 11 Canadian schools, 40 came from 
the British Commonwealth of Nations and other 
countries, and 82 came from the United States. 
Thus, a total of 93 Canadians enrolled in the first 
medical year class of Canadian schools outside 
their home province. The provincial schools ac- 
counted for 49.4% of these 93 Canadians as com- 
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pared to the publicly-owned schools in the United 


States enrolling only 14.1% of the out-of-state 
United States students. 


Tape 28.—Out-of-State Enrollments of Entering Class 
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Outlying Territories of the United States, 1957-1958 
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ot Medicine 


ee ee oe 1 
University of Oregon Medical Sehoo! . 1 ! 
Jefferson Medical College of Philadelphia 1 1 
Temple University School of Medicine _.. - 
Woman's Medical College 


Baylor University Collewe of Medicine ... ‘a se 1 és 
Medical College of Virginia .............. - 1 
University of Washington 

Marquette University Sehool of Medicine 5a os 8 1 ‘4 


provinces. Prince Edward Island, the only province 
in Canada having no medical school, was the 
source of the fewest medical students (7) in the 
entering class, although Nova Scotia was the source 


residence of first-year medical students in 1957- 
1958 were Quebec and Ontario, accounting for 
61.8% of the total class. However, 58.3% of the 
Canadian medical schools are located in those two 
Vv. 
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of only 14 students. The Yukon and Northwest Ter- 
ritories, the source of no entering medical students, 
are sparsely populated frontier areas. 
ATTRITION AND GEOGRAPHIC RESIDENCE 
RESTRICTIONS 

The hypothesis was first suggested in the 55th 
Annual Report ™ that the attrition of students due 
to poor scholarship was significantly higher in 


fourth to one-fifth of the number of applications 
as did the privately-owned schools and had only 
4% to 9% of their entering students resident outside 
the state in which the school was located. Although 
the proportion of the total entering classes en- 
rolled in each was about equal, the number of 
students lost by poor scholarship was significantly 
larger each year in the publicly-owned medical 


Taste 30.—Geographic Source of First Year Medical Students in Medical School of Canada, 1957-1958 
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publicly-owned schools than in privately-owned 
schools, at least in part due to the prevalence of 
geographic restrictions as to residence of students, 
which limited the population from which publicly- 


schools. The chi-square of the differences in the 
numbers of students actually failing or withdrawing 
in poor academic standing in the publicly and pri- 
vately owned schools as compared to what would 


Taste 31.—First-Year Enrollments, Applications, and Attrition with Poor Scholarship by 
Type of School Ownership 
Publiely “Priv rivately “Privately Publiely ‘Privately: “Publicly” “Privately 
Owned Owned 
Percentage of enroliment from out of state................. 4 4 27 ‘ 
Percentage of and withdrawals 
Number 4 students failing or withdrawing.................. 16 lm lw vu aM 
72 
‘hi--quare of differences in numbers of students actually 
failing or withdrawing in ey, privately owned 
school a* compared to what would be expected solely on 
0. Between 0.01 to 
p. oF probability, of these differences occurring solely by (Couch than (about 1 in @) (much less than (almost 1 in 2am) 
chance (one degree of freedom)... lin lin loo) 


* Includes the three newly developing schools that are provisionally approved. 


owned schools drew their first-year medical stu- 
dents. It was then suggested that the data in future 
years should be examined to provide additional 
information on this point. 

Table 31 presents a comparison of first-year en- 
rollments, applications, and attrition with poor 
scholarship by type of school ownership from 1954- 
1955 through 1957-1958. It is apparent that in each 
year, the publicly-owned schools had only one- 


be expected solely on the proportion of students 
enrolled in each is so large for each year as to 
make it highly unlikely that chance alone can ac- 
count for these differences. The probabilities of 
this are given in the bottom lines of table 31. 

In a similar table last year, the significance test 
was inadvertently applied to the proportions of 
students withdrawing rather than to the numbers 
of students. In consequence, it did not appear then 
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that the differences were as highly each 


year as they actually are. When the chi-square test 
is applied to the differences in numbers of stu- 
dents lost by poor scholarship in publicly owned 
versus privately owned schools, the probability of 
more than 1 


: 
g 


Tasie 32.—Comparative Analysis of College Records of 
First-Year Medical Students 

College Grade United States Can 

First-year 19 1951. 1952 1955 
Medical Students 1961 1933 1933 Ia 
7 MS WO M2 BS 


should be noted that, as in the case with all av- 
erages, the average scores of entering students in 
some publicly-owned schools are higher than are 
the average scores in some privately-owned schools. 
The important factor from both sets of data is not 
type of ownership but rather the presence or 
absence of any policy likely to restrict or discour- 
age enough applications from among which the 
best classes of students can be selected. 

The policy of restricting most admissions to stu- 
dents who live in the state where the school is 
located has been evident for years in many of the 
publicly owned medical schools. Such a policy is 
advocated and defended by legislators as insuring 
educational opportunities for the sons and daugh- 
ters of the taxpayers of the state, who support 
those schools. 

The very policy and practice of so selecting 
entering classes that only a small proportion of 
students come from other states tends to preselect 
applicants to the disadvantage of the school and 
of society itself. Intelligence, high motivation, and 
other attributes desired by society and necessary 
in medical students are not distributed geograph- 
ically. Capable students are discouraged from ap- 
plying to a medical school across state lines if they 


of residence had 14 or more applicants per place 
in the entering class in 1957-1958 and an additional 
7 privately owned schools had 12 to 14 applicants 
per place. Of the 18 medical schools having 9 to 


cept as students some individuals who are not as 
capable as might be some others who could have 
been accepted otherwise. This results in dual 
tragedy. The more apparent one is the failure of 
those students. The more important casualties, 
however, are the school and state itself for not 
having taken or had the opportunity to enroll the 
more capable students who did not apply or who 
were rejected solely because of state of residence. 
Some of those students may also have been lost 
to medicine itself. 

Parochialism to this degree that is so disad- 
vantageous both to capable individuals and to the 
broader interests and welfare of society itself 
should not be tolerated. It is to be hoped that state 
legislators and other public officials concerned with 
these matters will cooperate with university and 
medical school administrators in bringing the poli- 
cies restricting admissions into a more realistic and 
socially useful focus. 


COLLEGE RECORD OF FIRST-YEAR MEDICAL CLASS 


Table 32 presents a comparative analysis of the 
premedical collegiate scholastic record of the en- 
tering classes in medicine in the United States each 
year since 1950-1951. As has been true since 1951- 
1952, about two-thirds of the first year medical 
classes had college grade averages of “B”, while 
about one-fifth to one-sixth had college grade av- 
erages of “A” on entering medical school. Since 
1954-1955, the proportion of students entering med- 
ical school with college grade averages of “A” and 
of “C” have been approximately equal, together 
comprising about one-third of the total entering 
classes. 


In 1957-1958, 22 schools had more than the av- 
erage proportion (17.7%) of “A” students in their 
entering classes, ranging from 19.6% to 68%. Nine 
of these were publicly-owned and 13 privately- 
owned schools. Seven of the 22 schools had entering 
classes in which students with “A” college records 
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ely to be accepted because of where they 
ppen to live. In consequence, some 12 privately- 
owned medical schools without restrictions on place 
in 90 and for two of the years is far less than ee 
1 in 1000. 12 applicants per place, 15 or five-sixths are pri- 
Another way of stating the problem is that their vately owned. On the other hand, of the 16 med- 
geographical restrictions on residence restrict ap- ical schools that had only two to three applicants 
plication by and hence choice of as many highly to each place in the entering class, all but one were 
capable students on the part of publicly-owned publicly owned. Two of the three medical schools 
medical schools as by the more generally nonre- which had fewer than two applicants per place in 
strictive privately owned schools. According to a 1957-1958 are state universities. 
study currently in progress by Dr. Helen Gee, of With their choice of an adequate applicant pop- 
the Association of American Medical Colleges,” ulation from which to select limited by restrictions 
there is evidence that the Medical College Admis- on residence together with pressures to fill their 
sions Test scores are lower on the average for en- classes, many publicly-owned medical schools ac- 
tering students in the publicly owned schools than 
for entering students in the privately owned 
schools. That test is taken by practically all appli- 
cants to United States medical schools. Such a 
difference in average scores of the two groups of 
students supports by different data the thesis sug- 
gested by the attrition from poor scholarship. It 


Vol. 168, No. 11 


comprised more than 50% of the class. On the other 
extreme, 32 schools had more than the average 
proportion of “C” students (16.3%), ranging from 
17.5% to 70.5% of students entering with “C” col- 
lege records. Nineteen schools reported that one- 
fourth or more of the students in their entering 


Taste 33.—Premedical Education of First-Year 


achievements, this should be pointed out to others 
who might consult table 32. For instance, scholastic 
achievement in one college that is awarded a “B” 
grade might in another college be given a “C” 
grade and similarly, though to a lesser degree, in 
the case of “A” compared to “B” grades. The 


Students in the United States, 1957-1958 
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Albert Einstein College of 
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State University of New York, 

Upetate Medical Center, Syracuse 71 6 S24 
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Kowman Gray School of Medicine 
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University of North Dakota ....... .. 62 
University of Cincinnati ........... inc 6 
Western Reserve University ........ . oe 2 3 
(thio State University .............. ™ .. 4 
University of Oklahoma ........... .. » 4 
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University Texas 
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classes had “C” college grade averages. Two of 
these are the same schools that also reported a sig- 
nificantly higher than average proportion of “A” 
students in their entering classes. . 

Although medical school admissions committees 
recognize the differences among colleges in the 
relationship of a given grade average to scholastic 


scholastic record in college is one factor among 
many that are considered in the selection of med- 
ical students by the medical school faculties. 
Table 32 also presents the premedical college 
grade averages of the 1957-1958 Canadian first year 
medical classes. The proportion of students having 


“A” college grades was similar to that in the United 
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States schools. In Canada, however, there was an 
average for all 12 schools of twice the proportion 
of students having “C” college records and hence 
one-third fewer students with “B” college records 
than in United States schools. Whereas in the latter 
only one-sixth of the entering medical classes had 


Taste 34.—Comparison of Previous Years and the Current 


Entering Student« ofS, of 

with No No 
2 ne wa 317 

a On grade averages, in Canada more than 


college 

one-third of the entering students had a college 
grade average of “C”. Six of the 12 Canadian 
schools did have a higher than average (17.9%) 
proportion of “A” students in their first year med- 
ical classes, with one provincial school having 65% 
of its students entering with an “A” college grade 
average. Six Canadian schools had a larger than 
the over-all Canadian average of “C” students. In 
fact, three of the schools had more than 45% of 
their medical students entering with “C” college 
grade averages. Only two schools had fewer “C” 
students than the United States over-all average 
of 16.3% and these schools also had a significantly 
higher proportion of first year medical students 
with “A” grade averages in college. 

Although no comparative data have been assem- 
bled, it is possible that Canadian college grades are 
significantly lower than are grades in United States 
colleges for similar academic achievement. 

PREPROFESSIONAL ATTAINMENTS OF THE 
ENTERING CLASS 

In 1957-1958, 79.2% of the entering class had 
four years of college and 72.1% had a degree on 
entering medical school. Those having only three 
years of college (85 semester hours or more) com- 
prised 20.6% of the entering class. In 1956-1957, 
77.5% of the entering class had four years of col- 
lege, 73% had college degrees, and 22.5% entered 
medical school after three years of college. Table 
33 presents the preprofessional attainments of the 
1957-1958 entering medical class. 

It thus appears that more students have a longer 
education before entering medical school than was 
the case in 1956-1957. Because this appeared to be 
a trend, a table was begun last year comparing the 
proportion of medical schools having entering 
classes made up predominantly of students holding 
college degrees. Table 34 brings that table to date, 
with the addition of numbers of schools in each 
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category. It appears that a significant trend is oc- 
curring of more schools as well as a greater propor- 
tion of schools each year having entering classes 
consisting of more than 90% of students with de- 
grees. Although four fewer schools in 1957-1958 
had classes entirely composed of students with de- 
grees, twice as many schools (six more) had first- 
vear classes in which more than 90% of the students 
had degrees. This, coupled with a corresponding 
rise in the proportion of students having four years 
of college prior to entering medical school and a 
matching decrease in the proportion who have had 
only three years of college preparation, demon- 
strates a trend toward a greater college prepara- 
tion before entering medical school. 

The foregoing applies to the actual attainments 
of the entering class. Presumably influencing this 
are the minimum requirements for applicants as 
submitted to the Association of American Medical 
Colleges by the medical schools for publication 
each year in their guidebook.” Table 35 compares 
these requirements for the preceding two years, 
the current year, and for next year as most recently 
published. It is apparent that each year more 
schools require four years of college or a degree as 
their minimum stipulated to applicants. Although 
the 1957-1958 year appears to arrest this trend, the 
requirements published in the 1958-1959 guidebook 
for applicants to the September 1959 classes again 
shows an increase in the number of schools requir- 
ing four years of college or a degree. 

The admission requirements of Canadian med- 
ical schools are obscured for those unfamiliar with 
the Canadian pattern of education in which the 
high schools have a grade 13 called senior matricu- 
lation, approximately equivalent to a first college 
year, as well as by three Canadian medical schools 
(Queen's, Ottawa, and Toronto) having the two 


Tasie 35.—Comparison of Admission Requirements, 
1954-1955 with 1957-1958 
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* Each column taken from book “Admission Requirements of Ameri- 
ean Medical Colleges” (Iineluc Canada), Association of American 
Medical Colleges, for the year stipulated. However, each column 
ally applies to next entering class. For example, the school's re 
ments in the column headed’ 1957- were submitted by the sehe 
the Association of American Medical Colleges in the of 1957 = 
publieation for guidance of iene in the autumn of 1967 for the 
class of 1958-1960. 


premedical college years as a responsibility of the 
faculties of medicine. Taking these facts into con- 
sideration, table 13 shows that 10 of the Canadian 
schools require as a minimum the equivalent of 
three years of college before entering the basic 
four-year medical program, and the other two 
schools (Montreal and Laval) require a college 


Year of Number and Proportion of Medical Schools Having 
Entering Classes Consisting Predominantly of Students 
with College Degrees 
14-1 1957-1858 
Three years college... sencesne 71 73 74 72 
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degree. Information on the preprofessional attain- 
ments of Canadian first-year medical students was 
not available in time for presentation in this report. 


MEDICAL STUDENTS ADMITTED TO 
ADVANCED STANDING 


A total of 271 students were admitted to ad- 
vanced standing in United States medical schools 
in 1957-1958, 67 into second-year classes, 202 into 
third-year classes, and 2 into the fourth-year. All 
but 45 students, who came from foreign schools, 
transferred from approved medical schools in the 
United States and Canada. About one-half of the 
226 students transferring from approved medical 
schools were accounted for by students from the 
four schools of the basic medical sciences. 

The 115 students from schools of the basic med- 
ical sciences transferred to advanced standing into 
the third year (with one exception) of 25 United 
States medical schools and one Canadian school. 
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and 1 into the fourth-year. Of the 29, 18 students 
or 62% came from foreign medical schools and 4 
transferred from United States schools. 

Seven of the Canadian medical schools admitted 
18 students to advanced standing from nine foreign 
medical schools. Of these 18, 11 students or 61% 
came from Hungarian medical schools. The re- 
maining seven students came from seven schools 
in six other countries (Switzerland, Scotland, Po- 
land, Netherlands, Ireland, and Germany). The 
three Canadian schools having two premedical 
years under the administration of the Faculty of 
Medicine (Ottawa, Queen's, and Toronto) were 
excluded in the above analysis insofar as the second 
year was concerned because of the certainty in the 
case of three students in one school and the possi- 
bility with seven other students admitted to ad- 
vanced standing in the second year that the 
medical or college years were intended rather in 
the second medical year. 


Taste 36.—Part-Time or Special Students 
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Those six schools taking about two-thirds (65%) of 
these transfer students in 1957-1958 were Harvard 
(22), Medical College of Virginia (17), University 
of Kansas (13), Northwestern (9), University of 
Pennsylvania (8), and Southwestern (6). 

In the 1957-1958 academic year, 27 medical 
schools in the United States admitted 45 students 
to advanced standing from other than approved 
medical schools in the United States and Canada, 
with 25 admitted to second-year classes, 18 to the 
third-year, and one to the fourth-year. Students 
from medical schools in four countries (Hungary, 
Switzerland, Netherlands, and Cuba) accounted 
for 33 or about 73% of the 45 students. Hungarian 
medical schools alone contributed 12 students, or 
26.6% of the total. The remaining 12 students came 
from schools in eight countries in addition to the 
foregoing (Germany, Sweden, Italy, Czechoslo- 
vakia, Lebanon, Mexico, Poland, and England). 

A total of 29 students were admitted to advanced 
standing in Canadian medical schools in 1957-1958, 
10 into second-year classes, 18 into the third-year, 


PART-TIME OR SPECIAL STUDENTS 


Included in this group are those students who 
undertook in the 1957-1958 academic year a part- 
time course of study which will be given credit for 
the M.D. degree. Not included are those students 
who withdrew from all courses which would be 
given credit for the M.D. degree for the purpose 
of pursuing advanced study. The latter students 
will be discussed in the next section of this report. 

There were a total of 226 part-time or special 
students in 47 United States medical schools in the 
1957-1958 academic vear. This was 0.76% of all 
29.473 medical students. In order to determine the 
reasons for these students being in a part-time or 
special course of study, the medical schools this 
vear were requested to enumerate such students 
by class in the 10 categories heading table 36. Al- 
most 62% of all the part-time or special students 
are in their first two years. In fact, one-third are in 
their first year. It is gratifying to note that only one 
student was part time solely because of the neces- 
sity of earning money in outside employment. 


7 


One of the two largest over-all causes for stu- 
dents being part time or special (34%) was academic 
difficulty (in 18 schools), particularly in the first 
vear (54% of those in this category). This would be 
expected, as the largest attrition has for years been 
in the first year of medical school. If one counts 


Taste 37.—Attrition in the Approved* Medical Schools 
in the United States, 1957-1958 
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the three newly developing provisionally approved schools. 


the number of students who withdrew because of 
academic failure or difficulty with those who were 
part time on this account to obtain a proportion of 
the total first-vear class of 8,030 having serious 
academic difficulty, it appears that this amounts to 
483 students, or 6% of the total first-year class. 
Exactly equaling academic difficulty as the cause 
for part-time or special study is the number of stu- 
dents undertaking advanced study, either for a 
degree or unrelated to an M.S. or Ph.D. Those 78 
students in 18 schools comprise 34.5% of the 226 
me time or special students. More than three- 
ourths of these 78 students were in their second 
(52.5%) and third (25.6%) vears. It should be noted 


study. More than 85% of those 41 medical students 
in 21 schools hold advanced degrees, with about 
70% of them Ph.D. degrees and 15% M.S. or M.A. 


education by two schools (University of Buffalo 
and University of Vermont) engage five students, 
and illness or its effects was the problem with five 
students. The other 13 students were in part-time 
or special study for a variety of reasons. 

There were only two part-time or special med- 
ical students, both men, in Canada. Each was in 
the second medical year of the University of 
Saskatchewan. One was teaching as a Ph.D.; the 
other had had previous academic difficulty. 


J.A.M.A., Nov. 15, 1958 


STUDENTS WITHDRAWING FOR ADVANCED STUDY 


Not included in the total of 29,473 medical stu- 
dents in 1957-1958 were 97 students who entirely 
withdrew in 43 United States schools from all M.D. 
credit courses to pursue advanced study. All but 
one of these 97 students withdrew during their 
first three years of medical school; 84.5% were in 
The advanced study 
was toward a graduate degree (M.S. or Ph.D.) other 
than the M.D. by 47 students (48%), though not 
degree related in the case of the other 53O students. 
At least 78 students (80%) of the 97 were pursuing 
on “4-9 traditional basic medical science dis- 
n addition, one student's field was “bio- 
and another student's field was 
given as “nuclear science.” Only three students had 
withdrawn for study in a clearly clinical field (psy- 
chiatry). It is not possible to categorize accurately 
the field of study of 14 of the 97 students because 
the field as given was “USPHS Fellowship” or 
“medicine” or “surgery”, for example. Considering 
that 10 of the 14 students withdrew during their 
second year, it is probable that their fields of ad- 
vanced study were essentially basic science rather 
than clinical. 

As noted in the section on part-time and special 
students, neither those students doing advanced 
study nor students withdrawing from M.D. credit 
work, nor both together, represent the number of 
medical students pursuing advanced study, nor the 
number of schools whose educational programs 
are sufficiently stimulating to the spirit of scientific 
inquiry in medical students. The request this year 
to medical schools for information was not designed 
to elicit such information but rather to account 
more fully than previously the reasons for students 
pias for advanced study and for their be- 
ing in part time or special M.D. credit programs. 
It should be recognized that other medical students, 
perhaps many other students, are pursuing ad- 


Taste 38.—Comparison of Attrition First-Year 
Medical Students 
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In each of three Canadian medical schools, one 
student withdrew from all M.D. credit work in 
1957-1958 to pursue advanced study. Each of the 
three students favored a different field, although 
all were studying in one of the traditional basic 
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that these figures do not purport to show and 
should not be interpreted to mean that only 78 of 
8,030 medical students undertake advanced study. 
It simply accounts for one reason for medical stu- 
dents being in special or part-time programs. 

In the next largest category are those medical 
students who are also teaching, usually in a basic 
medical science in which they have had advanced 
degrees. 

Except for five students in the first two years 
who had had certain required course work else- 
where, the remaining 23 special or part time stu- 
dents are accounted for as stipulated in the foot- 
note to table 36. Particular experiments in medica! 
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medical science disciplines. Two of the three were 
in their first medical year; the other withdrew from 
the second medical year. Two of the three students 
were in nondegree related advanced study. 


ATTRITION OF MEDICAL STUDENTS 


Table 37 presents attrition by class and cause of 
students lost to medicine in 1957-1958 in United 
States schools. It was hoped that after receiving 
responses from the medical schools to identical 
questions regarding student attrition each year for 
four successive years, the attrition in a single class 
of students throughout their four vears could be 
obtained on a national basis. Such did not prove 
to be the case. It appears that this can be done 
only on the basis of individual student records 
rather than on the numerical totals reported. 

There has been in 1957-1958 an increase in the 
number and of students lost because of 
academic difficulty in the first three years and a 
decrease in the number and proportion lost for this 
cause in the fourth year, as compared with previous 
reports. However, the number of students with- 
drawing for any cause in the fourth year is too 
small to warrant conclusions in regard to trends 
as to cause. With the exception of the 1956-1957 
year, when an unusual number and proportion of 
fourth-vear students withdrew in poor academic 
standing. there has been no significant change for 
fourth-year classes since 1954-1955, when this in- 
formation was first regularly compiled. 

In 1957-1958, as in the previous three vears, 
about two-thirds of all student losses were in the 
first-vear class. The current data show that 71% of 
these losses were due to failure or withdrawal in 
poor academic standing, as compared to 67.6% in 
the previous two years. The second-year class in 
1957-1958 had 72.5% of its losses from this cause, 
as compared to 64% in 1956-1957 and 62% in 1955- 
1956. In the current third-year and fourth-year 


Tassie 39.—Attrition in the Approved Medical Schools 
in Canada, 1957-1958 


= 


classes, 55.6% of the students lost, failed, or with- 
drew in poor academic standing, compared to 67% 
in 1956-1957 and 55% in 1955-1956. 

Examination of attrition data for the current year 
and for the past three years shows an increasing 
number and proportion of students in both first- 
year and second-year classes withdrawing from 
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medical school. A comparison for the first-year 
classes is presented in table 38, although a table 
showing entirely similar trends could be presented 
also for second-year classes since 1954-1955. It is 
apparent that the increase in attrition is entirely 
occasioned by an increasing number and propor- 


Tanre 40.—Estimates of Median Student Expenses per Year* 
Publiely Owned 


(N= 60) 
J 
Item (N=) Resident Nonresident 
Room and beard (mininwm)........ TAS 
Kooks and supplies (not in- 


“Reprinted with mevdifieation from “Admission 
of American Medical Colleges (including ‘anada), 
the + Amertean Medical 

‘Excluding one school that accept« no in the first. year 
class: no nonre<ident« are accepted at <x «chool. 


tion of students failing and withdrawing in poor 
academic standing. The reason for this is not evi- 
dent from the data available at this time. That it 
is not due to earlier identification of poor students 
is apparent, because if that were a major factor, 
one would expect a decline of attrition from this 
cause in second-year and/or third-year classes. 
Such is not the case. Rather, they have shown 
similar trends of rising numbers and proportions 
of students failing and withdrawing in academic 
difficulty since 1954-1955 to the present. On the 
other hand, the number and proportion of students 
withdrawing for all other reasons has shown no 
significant change for first-year to fourth-year 
classes since 1954-1955. It has been, in proportion 
of the total class sizes each year, from 0.6 to 1.0% 
for second-year classes, about 0.5% for third-year 
classes, and about 0.21% for fourth-year classes. 

Table 39 presents by class and cause the attrition 
of students in the 12 Canadian medical schools for 
1957-1958. Comparable data was not presented in 
previous years. Of the total students lost to medi- 
cine for all causes in all classes, 57% occurred in 
the first-vear class and 86.6% in the first two years. 
Two-thirds of these were due to failure or with- 
drawal in poor academic standing. This is com- 
parable with, although not exactly the same as, the 
experience in United States schools. Although, as 
in the case with United States schools, Canadian 
medical schools have half of their students lost to 
medicine in the third and fourth years withdrawing 
in good standing, both the numbers (10) and pro- 
portion (0.56%) of the total classes are small for 
such attrition. 

STUDENT EXPENSES 

Table 40 shows the most recent annual expense 
estimates for medical students at United States 
medical schools, based on information secured by 
the Association of American Medical Colleges. As 
that association pointed out,” the figures can be 
regarded as only rough budget goals. They are sub- 
ject to change even within the next year, and there 


Requirement 
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is a considerable range within each of the cate- 
gories in the table. With tuition and fees, for ex- 
ample, the range is $592 to $1,280 for privately 
owned schools, $120 to $900 for residents in pub- 
licly owned schools, and $416 to $1,300 for non- 
residents in publicly owned schools. Tuition in the 
individual schools is given in table 12 for United 
States schools and in table 13 for Canadian schools. 


Tawie 41.—Canadian Tuition Fees 


(N=7) (N=5) 

Resident Nonresident Resident Nonresident 
Average Ist VYear.......... S585.25 
Average Gnd Vear......... | wa Same Same 
Average Vear.......... WO Same Same 
Average 4th Vear.......... MAL M25 Same Same 
(werall avernge.......... 527.75 


It should be emphasized that the living expenses 
of individual students vary greatly, depending 
upon their family responsibilities and upon their 
spending habits. 

Table 41 presents by medical school year the 
average tuition charges in the Canadian medical 
schools as well as over-all average tuition and over- 
all median tuition. In order to present meaningful 
figures, it is necessary to present the averages in 
the publicly owned schools by year because in 
three schools (Alberta, Toronto, and Saskatchewan) 
different tuition fees are charged in the four years 
of the medical school. Similarly, the over-all av- 
erages and medians were obtained by treating each 
of the four years in each of the 12 schools as a 
separate tuition figure. This was not necessary in 
the case of the privately owned schools, which 
uniformly charge the same fee in each of the four 
years. The designation private ownership has as 
much or as little meaning relative to sources of 
financial support for at least two of the five Ca- 
nadian schools so categorized as does 
versus sources of support in many United States 
schools classified as privately owned. 

Table 13 presents tuition charges by individual 
school. It will be noted that the ranges in tuition 
are not as broad in Canadian schools as compared 
to United States schools. Tuition in the publicly 
owned schools is comparable in the two countries. 
The lower tuition in the privately owned schools 
is significant, even allowing for differences in dollar 
value and purchasing power in the two countries. 
The range in Canadian publicly owned schools is 
$391 to $585 for residents, and $391 to $731 for 
nonresidents. The spread for privately owned 
schools is $520 to $750 for residents and $520 to 
$834 for nonresidents. 

Estimates of other student expenses, such as for 
room and board, books, and supplies were not 
available regarding Canadian students in time for 
publication in this report. 


J.A.M.A., Nov. 15, 1958 


SCHOLARSHIP AND LOAN FUNDS, 1957-1958 


In the questionnaire which largely serves as a 
o the usage of scholarship and loan funds. 


: 
i: 


presented in this 
excludes the medical schools still in 
Table 42 depicts some major 


scholarships in 1957-1958, only 25% was utilized in 
publicly owned schools as opposed to 75% in 


value of scholarships, the number of 

granted, and the percentage of the total enrollment 
holding scholarships are all significantly greater in 
the privately owned schools. 


Taste 42.—Utilization of Scholarship Funds, 1957-1958 
(82 United States and 12 Canadian Schools) 
United States Schools All United 
— States Canadian 
Public (90) Private (43) Schools Schools 
Scholarsip 


eXpended peor 

students enrolied.... #7278 $45.16 
Average dollar value 

Average 

tuition ehargwe....... S487 87 $752.75 
Number of 

scholarships granted wy 


Pereent of enrollment 
holding scholarships 65 
On initial thought it might be presumed that the 
considerably larger scholarship sums distributed 
over a greater proportion of the student body would 
render private schools a distinct financial advantage 
to medical students. However, this advantage is 
partly offset by higher tuition charge. As indicated 
in table 42, the average tuition charge for private 
schools is more than $500 greater than the average 
for public schools. Of the total tuition charge of 


_ 
scholarship usage. Because of apparent gross differ- 
ences in United States schools by the tvpe of owner- 
ship, data are presented according to this division 
as well as for United States schools as a whole. 
Although enrollment is almost evenly divided be- 
tween publicly and privately owned United States 
schools (approximately 14,000 and 15,000), of the 
nearly one and a half million dollars expended for 1 
|: 
privately owned institutions. This ratio is neces- 
sarily reflected in the amount of expended scholar- 
ship money artificially distributed over the total 
student enrollment. In addition, the average dollar 
Scholarship funme- 
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$21,800,000 for the academic year 1957-1958 for all 
students in United States medical schools, 15 mil- 
lion dollars was assessed by privately owned 
schools and $6,800,000 by publicly owned schools. 
Scholarships awarded by private schools reduced 
tuition charge paid by students to $13,900,000. In 
public schools, scholarship awards reduced student 
tuition payments to $6,400,000. The over-all tuition 
charge borne by students was reduced by scholar- 
ship awards for $21,800,000 to $20,300,000. 

In an effort to create what might be called an in- 
dex of scholarship granting performance, United 
Sates medical schools to type of owner 
ship were arrayed in rank order by expended 
scholarship dollars distributed over the total student 
enrollment. In effect, the school of the highest 
order in this array expended in 1957-1958 most 

en 


representing an impersonal relationship between 
scholarship dollars expended and the number of 
students enrolled. 

Table 43 summarizes this array of scholarship 
awards “Performance.” Although schools are not 


Education and Hospitals. In table 43, the dollars 
expended for scholarships divided by the number 
of students enrolled are presented for the upper, 
middle, and lower five schools in the rank order. 
The figure for the median school and the range is 
presented for each group of five schools. The public 
school of the highest order ($680.45 for scholarships 
per student enrolled) in this table is an exception 
that deserves explanation. A legislative a 

tion made it possible to extend scholarships with an 
average value of approximately $1000 to almost 
two-thirds of the student body and the total scholar- 
ship expenditure, if spread over the entire enroll- 
ment, would have provided each student with 

Taste 43.—Scholarships Awards “Performance” 
(Dollars Expended per Student Enrolled) 


Publie 
Median 


Private (43) 


Range) Median 


(Range) 


funds more than $100 in excess of tuition costs. This 
same institution reports no funds available for loan 


purposes. 

In both the publicly and privately owned cate- 
gories of schools, there are three institutions which 
by policy grant no scholarships. These six institu- 
tions acount for the apparently aberrant figures for 
the lower five schools. 


Forty-four schools that all available 
scholarship funds had been expended and 41 of 
these same institutions* indicate that they could 

— the expenditure of considerably greater 


schools scholarship funds 
available totaling almost $400,000 that were not 
utilized. In 24 instances it was indicated that the 


Taste 44.—Utilization of Loan Funds, 1957-1958 
(82 United States and 12 Canadian Schools) 
United States Schools All 
——— United 
Pubtlie Private States Canadian 
(39) (43) Schools School 
Loan funds expended. .... S617 235.00 338.00 573.00 S176 010.00 


per student enrolled. .... “49 | 
Average value 

Number loans granted 1,443 3.188 
Per cent of enrollment 

weranted, loams........... 25 


nonutilization was the result of restrictions imposed 
by the donor, university policy, or by the committee 
responsible for adrfinistering the funds. Of the 32 
schools with unused scholarship funds, 24 state 
that they could justify the ex ture of additional 
funds if less restrictive policies governed their use. 

Fifty schools indicated that first-year students 
are eligible for scholarship assistance, and in 27 
instances eligibility can be established only after 
completion of the first year. 

Gross characteristics of the utilization of scholar- 
ship funds by Canadian medical schools are pre- 
sented in table 42. The major difference between 
scholarship fund utilization in Canada and the 
United States is that their funds are spread over 


States this was 7.0%). 

Eleven of the 12 Canadian schools grant scholar- 
ships. Two schools reported unexpended scholarship 
funds of approximately $2,000, and another did not 
specify the amount unexpended. Seven schools 
indicated that additional funds for scholarships 
could be justified. 

Eight schools may award scholarships to students 
at the beginning or in the course of the first year 
of medical study, and in two schools students are 
eligible for scholarships only after completing the 
first year. 

Certain gross characteristics of utilization of loan 
funds are presénted in table 44. The significant 
differences between publicly owned and privately 
owned medical schools noted in utilization of 
scholarship funds are not apparent in loan fund 
utilization. The major difference is that private 
schools granted loans of greater dollar value to a 
somewhat smaller percentage of enrolled students. 

As was done for scholarship funds, United States 
medical schools according to type of ownership 
were arrayed in rank order by expended loan fund 
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emphasized that these data are presented without 
specific knowledge of the degree to which real 
student needs were met and must be considered as 
identified by name, any institution desiring to know 
where it stands in the rank order can obtain this 
information by writing to the Council on Medical 

a larger portion of the student enrollment. Scholar- 

ship dollars expended amounted to 8.3% of the 

total Canadian tuition charge (in the United 


dollars distributed over the total student enroll- 

ment. Again it is to be emphasized that these data 

must be cons as representing only an im- 
relationship between loan funds 

and the number of students enrolled during 1957- 

1958, since this material is presented without speci- 

fic knowledge of the degree to which real student 


Publie (39) Private (43) 
“Median (Range) Median (Range) 
Upper ......... <115.26 7) 
Middle five ........ ( 3.7% 
Lower @ve ......... we 792 ( 117) 


Table 45 summarized this data; the dollars ex- 
pended for loans divided by the number of students 


enrolled are presented for the upper, middle, and 
lower five schools in the rank order. The figure for 
the median school and the range is presented for 
each group of five schools. * 

The public school of the hi rank order 
( $790.96 for loans per student enrolled ) in table 45 
is a two-year institution whose graduates must 
transfer to medical schools in other states to com- 
plete the last two years of ical school study. 


> 


All but one school in the United States and one 
in Canada granted loans during 1957-1958. Of the 
81 United States schools granting student loans 
(developing schools are not included in this data), 
28 utilized all loan funds available, and all but one 
of these indicated a need for additional funds. In 
53 United States schools, loan funds were available 


demand; there were 11 schools in which restrictions 
imposed by donors, university policy, or the com- 
mittee administering the fund prevented full utili- 
zation; in six responses the reason for incomplete 
utilization was not stated. 

About half of the schools in which loan funds 
were not completely used indicated no need for 
additional funds for loan purposes. It should be 
pointed out that probably all schools have estab- 


3 

: 


schools in the United States (table 44). On 
school has 


: 


in Canada may grant loans in the course of the first 
year of medical school study. Thirty-eight United 
States and 4 Canadian schools by policy grant loans 
only after completion of the first year. 


which funds expended in 1957-1958 could have 
underwritten. The combined total of scholarship 
and loan funds for Canadian schools represents 
a sum equivalent to 17.5% of their tuition charges. 
In United States schools under public ownership, 
greater emphasis is placed on student loans as 
opposed to schools under private ownership in 
which most emphasis is on scholarships. Perhaps 


Taste 46.—Expended Scholarship and Loan Funds 
as Percentage of Tuition Charges 


Punds,% Funds,% Loan Funds, % 
United States Schools 
53 91 M4 
Canadian Schools ........ a5 17.5 


this is to be expected since tuition charges are 
higher in private schools and scholarship awards 
would more certainly be directed toward payment 
of tuition. Although in public schools (United 
States) grants of scholarships and loans represent 
a greater percentage (14.4%) of their tuition 
charges than grants of private schools (11.9%) 
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lished conditions which must be met in order for 
a student to be eligible to receive a loan. There are, 
therefore, always some restrictions that govern 
student loan policies so that responses indicating 
restrictions as the reason for incomplete utilization 
of loan funds are in reality dealing with the degree 
of restriction which manifestly is not assigned a 

loan needs were met. uniform meaning from one institution to another. 

Taste 45.—Loan Granting “Performance” (Dollars 
Expended per Student Enrolled) 
to a greater segment of their student body than do 
student loans and it indicates a need for such a 
program. Of the remaining 11 schools, 8 did not 
utilize all loan funds available, and 6 of these state 
that funds on hand were in excess of expressed 
student need. One school was unable to use all 
funds because of restrictions and another because 
of the need to maintain a revolving reserve. Both of 
these as well as two of the three schools which had 
utjlized all available loan funds indicated a need 
for additional sums for student loan purposes. 
ago, the state legislature authorizec Forty-three schools in the United States and 7 1 

loans up to $2,000 per student per year not to ex- Vv 

ceed $75,000 in total loans a year for graduates of : 

the granting school while they complete their last 

two years of study elsewhere. Grantees must be 

residents of the granting state and must agree to Table 46 expresses utilization of scholarship and 

return to that state to practice. Slightly greater loan funds as the percentage of tuition charges 

sums may be loaned to students who agree to 

practice in specified small communities in the state; 

in addition, for each year practiced in such a com- 

munity, the borrower is forgiven for one-fifth of 

the loan and interest. 

that were not completely used. In 21 instances Scholarship _Loan ~—— 

funds were not used in order to maintain a reserve 

for use in other years or in emergencies; in 15 in- 

stances the funds on hand exceeded the student 
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again because of higher tuition charges, the smaller 


percentage for private schools actually represents 
a greater absolute sum of money. 


STUDENT EMPLOYMENT PRACTICES 


To obtain information about outside work done 
by students for remuneration during the course of 
medical school studies, schools were queried re- 
garding certain aspects of student employment 
practices. 

Thirty-nine United States schools indicated 
knowledge of the percentage of each class which 
engaged in part time employment during the 1957- 
1958 school year. The school of these 39 that falls 
in the median position has 7.1% of its first-year 
class in outside employment. The range of per- 
centage of first-vear classes working is from 80% 
to 0% (in five of the 39 schools, there were no 
first vear students working). The median school 
for the second vear class had 18.5% working with 
a range of 91% to 0% (three schools in the latter 
category). The median school for the third-year 
class had 30% with a range of 90% to 0% (three 
schools), and for the fourth-vear class 40% with 
a range of 90% to 0% (five schools ). 

Thirty-nine United States schools reported 
knowledge of the percentage of students in the 
second, third, and fourth year classes who were 
employed (1957-1958) during the school year as 
externs in hospitals not affiliated with the school 
for teaching purposes. Ten of these schools reported 
from 20% to less than 1% of the second year class 
held positions in nonteaching hospitals as externs 
during the school year. Twenty-eight of the 39 
schools reported that from 34% to 1% of the third- 
vear class were working as externs in nonaffiliated 
hospitals. Thirty schools of this group reported 
from 56.5% to 1% of the fourth year class externing 
in such hospitals during the school year. 

From these data it is not possible to estimate 
accurately the total number of medical students 
who do part-time work as externs in hospitals not 
affiliated with medical schools. It seems apparent 
that there are significant numbers of students, in- 
cluding some in the second-year of medical study, 
holding such posts. Inevitably these students ac- 
quire additional experience in medicine, but, under 
the circumstances, serious questions can be raised 
as to whether this experience augments or detracts 
from the educational efforts of the medical school. 

Since the hospitals are not affiliated with medical 
schools, it can be presumed that for the most part 
at least this experience is not acquired under the 
supervision of teachers directly responsible for the 
students’ medical education. It is also possible and 
perhaps probable that in many instances there may 
be little if any competent supervision. The same 
reasons that give cause for concern of exploitation 
of the student, to the detriment of his sound educa- 
tional development, also point to a concern that 


patients given hospital care in such situations can- 
not have assurance that sufficient judgment and 
competence are a common basis for all components 
of the care rendered. 


GRADUATES 

As was predicted a year ago, the number of 
graduates in the United States was larger in 1957- 
1958 than it had been in the previous two years, 
although it was not as large as the 1954-1955 
graduating class, which included as graduates the 
50 students completing the intern year required by 
Stanford University (table 21). 

The net increase of 65 graduates in 1957-1955 as 

to 1956-1957 occurred because 38 schools 
had a total of 274 more graduates, partially offset 
by 42 schools having 209 fewer graduates, with no 
change in class size in 5 schools. Twelve schools 
had a more than 10% increase in number of grad- 
uates, the greatest being in schools having recently 
developed four-year programs such as Mississippi 
(up 83.4%), Miami (76.5%), and Missouri (52.4%). 
Other increases occurred also in Albany (22.4%), 
Buffalo (20%), Medical College of Georgia (19.2%), 
and Texas Medical Branch at Galveston (up 17.1%). 
Eleven schools had a decrease of graduates of more 
than 10%. The largest decreases were in Maryland 
(down 17%), Utah (15.8%), Baylor (13.3%), Van- 
derbilt (13.2%), Georgetown (12.1%), and Uni- 
versity of Virginia (12%). 

Based on the size of the 1957-1958 third-year 
class, it appears that the graduating class of 1958. 
1959 will be larger than any prior graduating class 
except that of 1954-1955. However, the second-year 
class size in 1957-1958, greatly augmented by the 
students in the developing schools in 1956-1957 and 
currently, indicates that a greater increase in num- 
ber of graduates will occur in 1959-1960. That class 
will probably set a new record high for number of 
graduates. 

The schools, medical students, and graduates in 
the Canadian medical schools for the past 10 years 
appear in table 24. Beginning with the graduating 
class of 1956-1957, all 12 of the Canadian schools 
were four-year medical schools. Comparing grad- 
uates in the individual schools in the current year 
and the previous one shows that seven schools had 
an increased number of graduates in 1957-1958, 
while five schools showed a smaller number of 
graduates in 1957-1958, for an over-all decrease of 
65 graduates (down 7.2%). Though six schools 
(Saskatchewan, Dalhousie, Ottawa, Montreal, Al- 
berta, and McGill) had a greater than 10% increase 
in number of graduates, three schools had a more 
than 14% decrease (Western Ontario down 33.4%, 
Queen's down 19.6%, and Toronto down 14.4%). 
However, based on the size of the third medical 
year class in 1957-1958, it is anticipated that the 
number of medical graduates in 1958-1959 will be 
significantly greater, possibly the largest number 
of graduates in the past 10 years. 
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THE NEXT ENTERING CLASS 


Based on estimates submitted by the medical 
schools in the United States, the 1958-1959 enter- 
increased number of entering students and 74 


Taste 47.—Foreign Students in Medical Schools in 
the United States 


compared to 15,918), indicating that the increased 
number of applicants in 1956-1957 over the previ- 
ous year may not have presaged currently a trend 
toward significantly more applicants over-all. 
Canadian schools anticipated a slightly smaller 
entering class in 1958-1959 than in 1957-1958, based 


INTERNATIONAL EDUCATIONAL 
EXCHANGE IN MEDICINE 


an appropriate setting for 
in medicine, the following is 


United States Medical Schools 

Students 

in Entering Class. 
Year No. 
73 


members and physicians traveled to and from the United 


52,355 foreign 
on educational assignments in the United States 


The foreign nationals included in Open Doors are citizens 


number of H students in residence this year was, 
however, larger than the 511 reported 

geographical and 
political area of the world. As in years the largest 


Tasce 49.—U nited States Citizens Studying Medicine Abroad® 


‘Total United States U States Student. 
Students in Medicine Abroad* 


Abroad 
1563 


* Excludes United States students studying medicine in Canada. 


demic exchanges with the countries of Eastern Europe has 


The majority of United States citizens abroad—faculty 
members in 1957-1958 and students in 1956-1957—were 


increased, as in previous years few Americans pur- 
sued their studies in Africa and the Near and Middle East. 
The Institute's report indicates that of the more 
than 43,000 foreign students in the United States 
( 89% of queried institutions responded ), most were 
enrolled in courses in engineering (approximately 
10,000) and least in agriculture (approximately 
800). Of particular interest are the approximately 
750 foreign students enrolled in premedical studies, 
approximately 1,000 in medicine (undergraduate 
and graduate but excluding internship and _resi- 
dency) and approximately 1,500 as undergraduate 
or graduate students in the general field of bio- 
] sciences. 
N SCHOLARS SERVING ON 
UNITED STATES FACULTIES 

There were reported about 1,350 visiting foreign 
scholars ( including professors, instructors, lecturers, 
and advanced researchers ) who served on the facul- 
ties of 233 United States colleges and universities 
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ee over 1956-1957 when 48,560 foreign citizens were reported. 
Of the 52,355, 43,391 were foreign students; 1,342 were 
foreign lecturers, professors or researchers who had received 
appointments to American faculties and 7,622 were foreign 
interns and residents at United States hospitals. Academic 
institutions reported 1,689 United States faculty members in 
teaching or research at the university level abroad. The fig- 
ures on American students at foreign institutions of higher 
education cover the 1956-1957 academic year. The results of 
ceive replies from schools overseas. A total of 12,845 United 
States students were enrolled in foreign educational institu- 
tions in 1956-1957. Primary and secondary school teachers 
of other countries who have come to the United States for 
educational purposes and who intend to return home upon 
completion of their assignment. In some cases, however, 
Hungarian refugee students, whose futures are uncertain, 
were reported and they have been included. Institute of 
International Education information indicates that the total 
schools anticipated no change in their class sizes. ee of exchanges came to the United States from the Far 
No additional schools will enroll students for the East and the second largest number from Latin America. 
first time in 1958-1959. On the other hand, there Thirty-three per cent of all foreign nationals in the United 
trifle : : : States came from the Far East and 20.9% from Latin Amer- 
number ica. European, Near and Middle Eastern, and Canadian 
t t were mM (15, as citizens followed in that order. The new emphasis on aca- 
] 
on three schools expecting to take fewer entering a 
students while the remaining nine schools expected 
no change in class size. ee 
increased the European totals only slightly. Africa and the 
countries of Oceania are represented again this year by smal! 
numbers of exchanges. 
In order to provid 
educational exchange 
quoted *” from the introductory paragraphs of 
Open Doors 1958, the most recent report on inter- 
national exchange published by the Institute of 
International Education. 
Taste 48.—Foreign Citizens Enrolled in Entering Class of 
The statistics in Open Doors 1958, the report on the five 
surveys conducted by the Institute of International Educa- 
tion during the academic year 1957-1958, emphasize the 
growing interest in international educational exchange. 
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during the 1957-1958 academic year. Included in 
this group were almost 300 foreign scholars serving 
on United States medical faculties. 


FOREIGN STUDENTS (EXCLUDING CANADIANS) 
ENROLLED IN UNITED STATES MEDICAL SCHOOLS 


In 1957-1958 there were a total of 312 foreign 
students enrolled in United States medical schools 
(table 47). These students represent 75 different 
countries and are studying medicine in 65 United 
- States schools. Included in this total of 312 are 
73 foreign citizens who were admitted to the enter- 
ing classes of 33 schools. As is evidenced in table 
48 this represents a decrease over recent years. 

In addition, 45 foreign students were admitted 
with advanced standing to the upper classes of 30 
United States schools after varving vears of medi- 
cal study abroad. Forty-four of these students were 
admitted to the second (25) or third (19) vear 
classes, and one was accepted as a senior student. 
The 45 foreign students admitted with advanced 
standing and the 73 accepted in the entering class 
are included in table 47. Canadian citizens are not 
included in these tables but are considered in the 
section of this report entitled, “Enrollments and 
Geographic Source of Entering Students.” 

A comparison of the number of foreign students 
in United States medical schools (table 47) with 
the number of United States citizens studying 
medicine abroad (table 49) is of interest. These 
data show from 1,700 to 1,900 more United States 
citizens enrolled in medical schools abroad than 
there are foreign citizens enrolled in United States 
medical schools. From a numerical standpoint, this 
provides for the United States a favorable balance 
of positions in medical schools for its students 
equivalent to four to five additional schools of 
average United States enrollment. A more qualita- 
tive view of this balance is presented in the editorial 
section of this issue of Tur JounNAL. 


Tasre 530.—Leading Nationality Groups of Foreign 
Physicians in the United States 


Nationality Group Physicians, No 
“a 
319 
313 
2775 
22 


FOREIGN PHYSICIANS TRAINING IN 
UNITED STATES HOSPITALS 


The Institute of International Education's survey 
of foreign physicians training in United States hos- 
pitals was done in cooperation with this Council. 
Questionnaires were sent to the 1,405 hospitals 


approved for and/or residencies, with 
§1.1% of the polled 


According to Open Doors 1958: 


During 1957-1958, 7,622 physicians from 90 countries 
trained in 821 United States hospitals. Of the 7,622, 5,543 
trained as resident physicians and 2,079 as interns. The total 


Tasie 51—Eight Hospitals with More Than Fifty 


Foreign 

Hexpital . No. 


represents a general increase of SS1 physicians over the 6,741 
reported last year. This year physicians accounted for 14.5% 
of the total foreign citizen population surveyed by the Insti- 
tute of International Education (table 50). 

The general increase in the number of foreign physicians 
was not limited to any particular area. Canada and the 
countries of Oceania showed a decrease in the 4.8 of 
physicians sent to this country, but an increase was recorded 
from the Far, Near and Middle East. The greatest increase, 
one ot more than 25%, was shown by Africa. 

OF the total number of physicians 1,649 or 21.9% were 
women. This is an increase of 8.1% over 1956-1957 when 
only 13.5) were women. Sixty per cent of these women were 
from the Far East and almost half, 44%, were from the 
Philippines. As in last year's survey, the Philippines ac- 
counted for the largest number of doctors, and approximately 
half of the doctors sent from the Philippines were women. 

Foreign residents were reported in 36 fields of specializa- 
tion. General surgery attracted the largest number of resi- 
dents with general medicine, obstetrics, gynecology, path- 
ology, psychiatry, pediatrics, anesthesiology, and internal 
medicine following in that order. 

Foreign physicians were training in 45 states, the District 
of Columbia, Hawaii, and Puerto Rico. More than 25% of 
all foreign physicians were located in New York and eight 
hospitals reported more than 50 foreign doctors (table 51). 


UNITED STATES FACULTY MEMBERS ABROAD 


During the 1957-1958 academic year, approxi- 
mately 1,700 faculty members from some 350 
United States colleges and universities accepted 
teaching and/or research assignments in other 
countries. Of this group, about 100 were members 
of medical faculties. 


UNITED STATES STUDENTS STUDYING 
MEDICINE ABROAD 


In previous reports, the Institute of International 
Education has collected data on the total number 
of United States students studving abroad and also 
the numbers by major fields of study. These data 
have always been for the academic year preceding 
the year of the report. Open Doors 1958 presents 
the total number of United States students study- 
ing but does not break that down into major fields 
of study. However, by interpolating from previous 
Institute of International F ducation data, it can be 
estimated that in the academic year 1956-1957 
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circumstances, it appears likely that many of the 
increasing number of American students now study- 
ing medicine abroad were not considered qualified 
for such study in United States schools. 


American-born graduates of medical schools outside 
the United States and Canada who have received 
their initial medical licenses in the United States. 
This is presented in table 52. It is to be noted that 
the increase of more than 100 such licenses issued 
in 1957 over 1956 is almost entirely accounted 


= 


Taste 52.—Initial United States Licenses Issued to 
American 


Graduates of Foreign (Excluding 
Canada) Medical Schools 
License« 
States, 
Veurt«) No. 
we 
number of by New Vork (196 and 
and Penns«ylv (100 and 197 which were not availatle 
in other years. 


medical schools, 70% were granted by the state of 
New York. 

It probably is of equal or even greater pertinence 
to know how many American-born graduates of 
foreign medical schools failed initial state board 
examinations. It is hoped that such information can 
be collected for presentation in next year's report. 


THE EDUCATIONAL COUNCIL FOR 
FOREIGN MEDICAL GRADUATES 


This new organization whose program has been 
presented previously “ went into active operation in 
October, 1957. The initial evaluation of a group of 
foreign trained physicians took place in the United 
States in March, 1958. Of 298 graduates of foreign 
medical schools whose medical credentials were 
found adequate, 51% (152) demonstrated satis- 
factory knowledge of medicine and English and 
were certified to this effect by the Educational 
Council for Foreign Medical Graduates. 

Another examination of knowledge in medicine 
and English was conducted early this fall both in 


the United States and in approximately 30 testing 
centers abroad. 


tals, in collaboration with the Executive Council of 


In place of this listing, the Council on Medical 
Education and Hospitals and the Association of 
American Medical Colleges recommend that licens- 
ing boards, hospitals, specialty groups, and other 
organizations in the United States concerned with 
the medical qualifications of graduates of foreign 
medical schools, consider certification by the Edu- 
cational Council for Foreign Medical Graduates as 
evidence that the recipient of such certification is 


The Council on Medical Education and Hospitals 
has revised its Essentials of Approved Internships 
and Essentials of Approved Residencies and Fellow- 
ships to indicate that hospitals considering foreign 
medical school graduates for internship or residency 
acquire reasonable 


by the Educational Council for Foreign Medical 
Graduates. The American Hospital Association has 
supported this recommendation through appro- 
priate notification of its member hospitals. It is 
expected that all graduates of foreign medical 
schools serving as interns or residents in United 


certified by the Educational Council for Foreign 
Medical Graduates. 


POSTGRADUATE MEDICAL EDUCATION 


A detailed study was not undertaken for the 
1957-1958 year of enrollments in postgraduate 
courses for the continuation education of physicians 
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there were in the range of 2,000 to 2,200 United Several state licensing boards and_ several 
States citizens enrolled in medical schools outside specialty boards have already indicated that they 
the United States and Canada (table 49). will require graduates of foreign medical schools 
As has been noted previously in the annual re- to be certified by the Educational Council for 
ports on medical education, the large number of Foreign Medical Graduates as a prerequisite to 
United States citizens enrolled in medical schools examination for licensure or specialty certification. 
outside the United States and Canada must be The Council on Medical Education and Hospi- 
viewed with serious concem. During the three 
academic years covered in table 48, the ratio of the Association of American Medical Colleges, has 
applicants to admissions in United States schools prepared and circulated widely in the United 
has been in the range of about 2:1. Under these States and other countries a statement indicating 
their support of the Educational Council for For- 
cign Medical Graduates. These two groups state 
their intention to withdraw by Jan. 1, 1960, the 
listing of certain foreign medical schools whose 
It has been possible for the past several years to graduates have been recommended for considera- 
collect information regarding the numbers of tion on a basis comparable to that of graduates of 
possessed of medical knowledge comparable to that 1 
expected of graduates of approved medical schools Vv. 
in the United States and Canada. In the interval 
before the Jan. 1, 1960, effective date of with- 
drawal of the listing of certain foreign medical 
schools, the Councils concerned will support the 
recommendations in regard to graduates of the 
listed schools and also the recommendation per- 
Dy taining to certification by the Educational Council 
assurance regarding the medical qualifications of 
BY foreign trained physicians by deferring their ap- 
pointment until the candidates have been certified 
a States hospitals as of July 1, 1960, will have been 
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or of the and numbers of courses and the 
methods of education. A fairly definitive analysis 


of those activities based on information collected 
in the year beginning Sept. 1, 1956, was presented 
in the 57th annual report ”’ a year ago. It was felt 


that no useful purpose would be served by collect- 
ing a ol analyzing similar data for the current year. 
Further, the information secured from the organiza- 
tions and _ institutions sponsoring postgraduate 
courses in 1956-1957 is still under study, larly 
those items concerned with the geographical resi- 
dence of the physicians enrolled in courses as 
compared to the locations of the courses offered and 
their subjects. Already a singular and unexpected 
mobility of many physicians who travel consider- 
able distances to postgraduate courses has appeared 
as a significant factor. It is anticipated that the 
geographical study, which will be published in the 
next year, should provide information useful to 
those sponsoring postgraduate courses and related 


programs. 

The annual list, Postgraduate Courses for Physi- 
cians, for the calendar year beginning Sept. 1, 1958, 
was published in Tue Journat, Aug. 16, 1958.” 


EDUCATIONAL VALUES OF THE GRANTS 
AND TRAINING AWARDS PROGRAMS 
OF THE UNITED STATES PUBLIC 
HEALTH SERVICE 


Because of their rapid growth since 1945 and 
their contribution and impact on undergraduate 
medical education, graduate education and train- 
ing, and on the research activities and potentials of 
medical schools, any current report on Medical 
Education in the United States would be incom- 
plete without presentation of the Educational Val- 
ues of the Grants and Training Awards Programs 
of the United States Public Health Service. The 
following information reviewing the current status 
of these programs was prepared and submitted by 
the Office of Research Information, National Insti- 
tutes of Health, Public Health Service, United 
States Department of Health, Education, and Wel- 
fare. 


The United States Public Health Service conducts 
three types of programs that contribute significantly 
to America’s supply of personnel in the medical and 
biological sciences. Directly concerned with re- 
search manpower are the programs that provide 
training grants and fellowships to nonfederal insti- 
tutions and scientists. These awards will aid ap- 
proximately 6,000 persons in 340 schools in 1958. 
Of greater magnitude, but offering educational 
values only indirectly, are the programs of grants 
for research and research construction. Lastly, there 
are the various intramural training programs in the 
Service's research centers and 72 hospitals. All these 
activities have grown rapidly since World War II. 
They have greatly increased the research and 


of schools, have fostered activity 
areas of investigation, and have advanced 
helped expand medical knowledge and the body of 
professional workers skilled in its application. 

The National Institutes of Health, Public Health 
Service research center at Bethesda, Md., spends 
more than two-thirds of its annual appropriations 
for support of nonfederal research projects and 
research training. The importance of National In- 
stitutes of Health to the nation’s science structure 
and medical progress is reflected in the postwar 

tions made by Congress for research 
fellowships, training awards, and research grants 
(table 53). 

A wide range of medical and biological investi- 
gations is conducted and supported by the seven 
institutes—the National Cancer Institute, National 
Heart Institute, National Institute of Allergy and 
Infectious Diseases, National Institute of Arthritis 
and Metabolic Diseases, National Institute of Den- 
tal Research, National Institute of Mental Health, 
and the National Institute of Neurological Diseases 
and Blindness. In addition to these institutes, five 


Taste 53.—National Institutes of Health Appropriations for 


Grants and Awards to N Institutions, Agencies, 

Individuals for Fiscal Years 1945, 1950, and 1955-1958 
Research Training Researeh 

Year Awards (irant. 


divisions of the Public Health Service share in the 
responsibility for research project and training 
awards. One of these, the Division of Research 
Grants, coordinates the grants and training pro- 
grams of the institutes and administers awards 
programs not falling within the seven disease cate- 
gories 


Nine national advisory councils, composed of 
nonfederal leaders in medical science and public 
affairs, review all grant applications within their 
respective program areas and recommend action to 
the surgeon general. They are assisted by 28 study 
sections—panels of outstanding specialists, mostly 
nonfederal, who are selected by the Division of 
Research Grants. In addition to these specific 
functions, the councils and study sections, as well as 
various special committees, contribute over-all 
policy guidance in the research grant and training 
activities. 

Below are brief descriptions of the Public Health 
Service programs that offer educational values. 
(Further information may be obtained from the 
Division of Research Grants, National Institutes of 
Health, Bethesda 14, Maryland. ) 
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Research Fellowships 
Six classes of research fellowships are available 
from the National Institutes of Health to qualified 
United States citizens (or persons who have filed a 

Predoctoral, 
and special research fellowships are awarded to 
individual applicants. Senior research fellowships 
and student part-time research fellowships are 
available through schools of medicine, dentistry, 
nursing, and public health. Post-sophomore re- 
search fellowships are available through schools of 


or equivalent training to pursue graduate research 
in the health sciences. Predoctoral fellowships are 
awarded for one year with assurance of support to 


years are $1,600, $1,800, and $2,000 respectively. 
The fellowship provides tuition, allowances of $350 
for dependents, and certain travel expenses. 

The postdoctoral research fellowship is awarded 
to candidates having an M.D., Ph.D., D.D.S., or 
equivalent degree. It carries a stipend of $3,800 for 
the first vear, $4,200 for the intermediate year, and 


ship. This year, for the first time, several post- 
doctoral fellowships were awarded to European 
scientists, enabling them to train at American medi- 
cal research centers of their choice. This extension 
of the program is intended to promote exchange of 
ideas and knowledge. 

Special research fellowships are awarded to 
qualified applicants with unusual competence in 
research or specialized research training. The 
stipend for each fellowship is determined at the 
time of award. 


encourage 
competent scientists to conduct research in the 
preclinical sciences—anatomy, physiology, bio- 
chemistry, > 


This program provides support between the com- 
pletion of postdoctoral training and the time of 
eligibility for appointment to higher academic 
cl Applicants must be sponsored by a basic 

t of an accredited medical school, 
lowship provides a salary determined by the spon- 
soring institution. Partial research expenses up to 
$2,000 a year are also financed. Fellows are free to 
modify their research approach, to obtain additional 
support from the Public Health Service or other 


problem. The salary range is from $5,400 to $12,600 
a year. The purpose of the program is to increase 
the utility of the National Institutes of Health as 
a national resource and to strengthen interrelations 
with the broader scientific community. 


Training Grants 

The training grants program of National Insti- 
tutes of Health is intended to augment the nation’s 
supply of qualified scientific investigators by assist- 
ing in the establishment, expansion, and improve- 
ment of training and instructional programs in pro- 
fessional institutions. Training grants are made to 
schools of medicine, dentistry, nursing, and public 
health. Direct aid to the institution is provided by 
grants in two general classes—undergraduate and 
graduate. 

Undergraduate training grants are awarded by 
the National Cancer Institute, National Heart In- 
stitute, and National Institute of Mental Health. 
The specific purpose of this program is to establish, 
continue, expand, or improve instruction relating to 
the prevention, diagnosis, and treatment of cancer, 
mental illness, and cardiovascular disease or related 
gerontological conditions. 
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sources to conduct a portion of their research in 
other institutions, and to assume teaching responsi- 
bilities conducive to their academic development. 

Student part-time research fellowships are de- 
signed to permit students to explore the field of re- 
search. Medical schools may request up to eight 
part-time fellowships in units of $600 each. Dental 
schools may request up to six units; schools of nurs- 
ing and of public health up to four. Each unit 
provides for part-time research during the school 
term or for full-time research during two months 

medicine and dentistry, Applications are processec of any period when curriculum work is not 
by the Division of Research ¢ Grants, and the awards scheduled for the student. 

are made on a competitive basis upon recommenda- A new type of award, the postsophomore research 

tion bv scientific committees. fellowship, was instituted in 1957. It enables medi- 

The predoctoral research fellowship enables cal and dental schools to help students interested 
students with a bachelor's degree, master’s degree, in research careers to obtain essential training in 
the basic sciences. Participants drop out of regular 
ceive full tuition, dependency allowances, and a 

the degree status if work continues to be satisfac- stipend set by the school not to exceed $3,200. 

tory. Annual stipends for the first, second, and third Visiting Scientist Program 

The visiting scientist program is a flexible ar- 
rangement for inviting outstanding American and 
foreign scientists to utilize the extensive laboratory 
and clinical research resources of the National In- 1 
stitutes of Health. Two classes of appointment are Vv. 
available—“visiting scientist” and “research associate 

$4,600 for the third year. Dependency allowances in the visiting scientist program.” Participants must 

are the same as for the predoctoral research fellow- have a doctoral degree or the equivalent back- 
ground, at least six years of postgraduate experi- 
ence, and exceptional ability in a specific research 

biophysics, genetics, and the behavioral sciences. _ 
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professional schools in establishing and maintain- 
ing graduate instructional and training programs of 
high caliber as well as to make funds available for 
the payment of trainee stipends. 

Mental health career investigator grants, awarded 
by the National Institute of Mental Health, provide 
psychiatrists and scientists in related disciplines 
with an opportunity to acquire three to five years of 
full-time research training in mental health. The 
applicant institution, which may be a _ psychiatric 
research institution or a department of psychiatry 
in a medical school, pays the trainee a stipend 
ranging from $6,000 to $10,000 a year. 

Two additional training grant programs were 
recently established by the National Institutes of 
Health—an experimental program for training un- 
dergraduate medical students in research method- 
rp and a program of a graduate training grants 

and biometry. Both programs are 

amiisered by the Division of Research Grants. 
The experimental training program offers special 
grants to universities seeking to improve methods 


aries of professional and nonprofessional personnel 
and stipends for individuals in training. 


Traineeships 
Traineeship awards are intended to increase the 


and behavioral sciences. Traineeships are available 
through the National Cancer Institute, the National 
Institute of Arthritis and Metabolic Diseases, and 
the National Institute of Neurological Diseases and 
Blindness. The National Heart Institute and the 
National Institute of Mental Health provide train- 
eeships under woes grants awarded to institu- 


of $4,600, plus dependency allowances of $350 and 
certain travel allowances. No allowances are made 
for tuition or supplies. 
Special traineeships are awarded in varying 
usual competence for training or who require 
specialized training for a specific problem. The 


trainee may study at the institution of his choice. 
The stipend is determined by the particular training 
needs of the applicant. The National Institute of 
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Neurological Diseases and Blindness awards special 
traineeships only to those who have completed 
residency in a specialty. 


requirements 
Recent amendments to the Public Health Service 
Act provide traineeships for professional health 
personnel, supplementing the training activities of 
state and local governments. The program is ad- 
ministered by the Division of General Health 
Services, Bureau of State Services. Its primary pur- 


fessional health workers who have ‘completed their 
basic education. Preference is given to applicants 
under 35 who have had no more than two vears 
experience in public health work and have had less 
than a year of graduate or specialized training in 
public health. Consisting of stipends, tuition, and 
certain allowances, the awards are paid directly to 
able through schools of nursing and of public 
health. Stipends range from $2,400 to $4,800, ac- 
cording to academic degree. 

Another ment to the Public Health Service 
Act provides traineeships to prepare nurses for 
teaching, supervision, and administration in all 
fields of nursing including public health. Stipends 
of $2,400 to $3,600 plus tuition, certain travel fees, 
and dependency allowances of $360 are available 
through schools of nursing. This program is ad- 
ministered by the Division of Nursing Resources, 
Bureau of Medical Services 


Research grants support medical research on all 


of Research Grants supports studies outside the 
scope of the seven institutes. The program is in- 
tended to increase research in medical, dental, and 
other professional schools and institutions and to 
stimulate investigations in scientific areas needing 
exploration. A sizable portion of the gra 
devoted to basic research. The 


gran 
program of Public Health Service ‘awards, both in 
terms of money expended and the number of in- 
stitutions affected. Appropriations supported ap- 
proximately 6,000 such grants in 1957. 

Field investigation grants, awarded by the Na- 
tional Cancer Institute, support developmental re- 
search, community studies, and surveys that will 
contribute to the prevention, control, diagnosis, 
and treatment of cancer in the general population. 

The National Institutes of Health cooperate with 
the two service bureaus of the Public Health 
Service in administering grants for special research 
projects. Among these are investigations of the 


MEDICAL 
Graduate training grants are awarded by all 
for training medical students for research careers. 
The funds paid to applicant schools include sal- 
number of investigators by encouraging advanced 
training in specialized areas of medical research. 
Examples of interest are the neurological diseases, 
ophthalmology and sensory diseases, diagnosis and major health problems and in basic sciences re- 
treatment of cancer, and arthritis, diabetes, and lated to medicine. Each institute makes grants for 
other metabolic diseases. research within its area of interest, and the Division 
Regular or special traineeships are awarded di- 
rectly to American citizens having a doctoral de- 
gree in health fields, including related biological 
directly in training junior personnel employed in 
the research projects. 
The regular traineeship carries a first-year stipend 


health aspects of air and water pollution, 
for the development and _ utilization of 
facilities and resources, and studies to 
nursing education and service. The projects are 
administered by the Division of Research Grants 
for the sponsoring divisions in the Bureau of State 
Services (the Division of Sanitary Engineering 
Services and the Division of General Health Serv- 
ices) and in the Bureau of Medical Services (the 
Division of Hospital and Medical Facilities and the 
Division of Nursing Resources ). 


Health Research Facilities 
In 1956 Congress approved a three-year 
building 


of construction grants to accelerate the 
ly needed new laboratories 


dollars was appropria 

1957; another 30 million dollars has been appro- 
priated for 1958; and present authorization in- 
cludes 30 million dollars for one additional year. 
Applications submitted by nonfederal public and 
private institutions to the Division of Research 
Grants are evaluated by the National Advisory 
Council on Health Research Facilities, which in 
turn recommends action to the surgeon general. 


Training for Public Health Service Careers 


The Public Health Service, in its widespread and 
diversified programs, many career opportuni- 
ties to competent physicians. Training is provided 
in various areas of medicine, including patient care, 
clinical research, basic laboratory research, epi- 
demiology, preventive medicine, quarantine duty 
foreign service, and public health incite. 


country with distinction since 1873. A young physi- 
cian or medical student may enter the Corps (1) 
through the Commissioned Officer Student Train- 
ing and Extern Program (COSTEP), (2) as an 
intern upon graduation from medical school, and 
(3) as a medical officer after non-Service intern- 


p. 

Clinical assignments are available in most of the 
Service's 16 general and special hospitals and in 
many of its 56 hospitals for American Indians and 
Alaskan natives. Postgraduate medical education in 
the teaching hospitals is conducted by chiefs of 
service ( who are certified or eligible for certification 
by their specialty boards), with the assistance of 
well-qualified personnel and outstanding consult- 
ants from local hospitals and medical schools. Ap- 
proved internships are also offered in dentistry, 
dietetics, and pharmacy 

Rotating internships consisting of assignments 
planned to round out a young physician's education 
are available in the Service's hospitals at Baltimore, 
New Orleans, New York, Norfolk, San Francisco, 
Seattle, and Boston. The schedule provides four 
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months of medicine, four of surgery, two of pediat- 
rics, and two of obstetrics. Mixed internships, avail- 
able at the Public Health Service hospital in Boston, 
provide six months of medicine and six of surgery. 
In addition to the usual educational require- 
ments, the applicant for a tment as a medical 
intern must (1) be in good health, (2) be an 
American citizen, and (3) submit an application for 
a reserve commission in Public Health Service. 
Those who have satisfactorily completed the year's 
internship may apply for continuing assignment 
with the Service. They are eligible to take the ex- 
amination for appointment in the Regular Corps. 
In addition to internships, Public Health Service 
hospitals offer approved residency training in the 
following specialties: surgery, general practice, in- 
ternal medicine, orthopedics, urology, anesthesiol- 
ogy, dermatology and syphilology, ophthalmology 
and otolaryngology, pathology, radiology, and psy- 
chiatry. The National Institutes of Health Clinical 
Center, 500-bed research hospital at Bethesda, Md., 
offers ro hagas training in internal medicine, neu- 
rology, ophthalmology, pathology, and 
radiology. Residents are v selected from the 


Universal Military Training and Service Act. 
Physicians are commissioned in the Reserve Corps 
of Public Health Service and deferred from active 
duty to obtain residency training in essential spe- 
cialty fields. After completion of training, partici- 
pants must serve their obligatory time with Public 
Health Service. No additional military service is 
required. 
The program known as COSTEP provides em- 

‘ for a limited number of medical and 
dental students during the vacation months for 
duty at Public Health Service hospitals, research 
laboratories, and other facilities. Appointments are 
offered to students who will have completed their 
sophomore year of professional education by July 
1 and are interested in becoming reserve officers in 
the Commissioned Corps. 

Inquiries concerning employment in the Public 
Health Service may be obtained from the Surgeon 
General, United States Public Health Service (P), 
Washington 25, D. C. 


Conferences and Seminars 


To encourage early and adequate exchange of 
information among investigators, numerous con- 
ferences, seminars, and symposiums are supported 
in connection with the grants and training pro- 
grams. Many of the meetings are initiated and 
sponsored by the advisory study sections of the 
Division of Research Grants. 

In addition, the institutes, separately or as a 

t lectures, seminars, and clinical con- 
ferences. Frequently there is active participation by 
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and other health research facilities. Thirty million 
OFps. 
Through the Commissioned Officer Residency 
The construction projects are financed on a match- Deferment (CORD) program, Public Health Serv- 
ing basis. ice offers qualified physicians the opportunity to 
ne obtain deferment from military service under the Vv 
the Commissioned Corps, which has served this 
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faculty members of universities and medical 
schools, staffs of other research centers and Public 


knowledge of visual mechanisms within the eve and 


The Radiation Section sponsored a series of 
conferences in 1957 and 1958 to facilitate the ap- 
plication of radiobiological knowledge to the treat- 
ment of cancer. Work conferences on 
training for nurses and on special clinical training 
in cardiovascular nursing were inaugurated by the 
Nursing Research Study Section in 1958. The Bio- 
physics and Biophysical Chemistry Study Section 

regional conferences in 1956 and 1957 
to help determine how best to provide training and 
develop research in the theory and practice of 
medical-science instrumentation, and in 1958 the 
Section held two conferences to explore research 
and training opportunities for scientists and mathe- 
maticians in the new field of physical biology. 

A postgraduate course on research in cardiovas- 
cular disease was given by National Institutes of 
Health for the American College of Physicians in 
the fall of 1957, and other courses for the College 
are planned. Meetings such as those supported by 
the National Institute of Mental Health provide 


of mental hospital statistics. The National Institutes 
of Health also provides personnel and exhibits for 
medical and scientific meetings of state, regional, 
national, and international scope. 


THE NATIONAL SCIENCE FOUNDATION 


The following résumé of the activities of the 
National Science Foundation, in so far as they are 
related to medicine through grants for basic re- 
search in the medical sciences, grants for short-term 
medical research, and fellowships for study at the 
graduate and postdoctoral level, has been submitted 
by the Public Information Office of the Foundation. 


The National Science Foundation, an agency of 
the federal government, was established by Con- 
gress in 1950 “to promote the progress of science; 
to advance the national health, prosperity, and 
welfare; to secure the national defense; and for 
other purposes.” The foundation carries out its mis- 
sion by supporting basic research in the sciences, 


studies of manpower supply and demand, programs 


effort in scientific research and 
are the foundation's grants for basic research in the 


fellowships for study at the graduate 
and postdoctoral level (table 54). 


Basic Research 


are originated by the scientist and are 

and submitted by his institution. Basic Research is 
supported in the mathematical, physical, medical, 
biological, engineering and other sciences, including 
to a limited extent, the social sciences. In 1957, the 
Congressional appropriation to the foundation for 
the support of basic research was $15,500,000. Ap- 


Taste 54.—NSF Support of Activities (Research and 
Conferences) of Interest to Medical Profession 


Fiseal Vear 17 Year 
Number Amount Number Amount 


medical researeh 2 "$007,200 | 


term research by 
Conferences and symposia on 


proximately $7,360,000 was expended in support of 
the life sciences. In 1958, the appropriation for the 
support of basic research was $19,400,000, with 
approximately $8,000,000 for the life sciences. 


Short-Term Medical Research 


In an effort to increase the number of scientists 
ualified to perform basic research in medical fields, 
foundation sponsors a program designed to en- 
courage medical school students to pursue careers 
in research. 

Medical school students constitute one of the 
largest sources, relatively untapped, of medical re- 
search scientists. The medical curriculum is essen- 
tially instructional, offering little, if any, opportunity 
for students to pursue research and become familiar 
with its methods or challenges. The foundation 
seeks to introduce medical students to the tech- 
niques of basic research by means of its grants to 
medical schools for the support of short-term re- 
search by students during free-quarter periods. 
Without interfering with the medical curriculum, 
the program provides opportunities for carefully 
selected students to determine their interest in and 
aptitude for research. Student research is conducted 
under the supervision of qualified members of the 
medical schoo] staff. 

In 1956, the foundation began this program ex- 
perimentally. In the three years of its operation, the 
program has expanded considerably and now in- 
cludes 34 medical schools in the nation. A total of 
$467,250 has been granted for this purpose. 
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able, and the lation of data on the national 
Health Service hospitals, physicians in private prac- 
Research workers met at a conference held in 
1957 under the auspices of the Surgery Study Sec- medical sciences, grants for short-term medical re- 
tion to discuss developmental, technical, and clinical ee 
problems in extracorporeal circulation. The Sensory 
Diseases Study Section, in hopes of stimulating in- Po 
terest among young investigators, assembled experts 
in retinal physiology, biochemistry, optical physics, Grants are made to help competent scientists 
and psychology to discuss the present status of conduct basic research in the sciences, principally 
at_universitics and colleges. Normally, proposals 
orientation and training in specific services—the 
annual conferences, for example, on the reporting 
program for improving science education, confer- 


Conferences and Symposia 


The conferences and symposia supported by the 
foundation provide excellent opportunity for the 
interchange of information and ideas among ex- 
perienced investigators, as well as an 
for younger investigators to meet and obtain in- 
formation and advice from some of the world’s fore- 
most scientists. Approximately 25 such conferences 

are supported each year. In 1957 there were three 
interest to those in the 
medical profession and in 1958, one (table 54). 

Additional information on the support of research 
grants in the medical sciences may be obtained 
from the Division of Biological and Medical 
Sciences, National Science Foundation, Washington 


25, D.C. 
Fellowships 

The Fellowship Program of the foundation is 
designed to strengthen the nation’s potential by 
providing support for advanced training in the 
sciences directed toward the development of highly 

ualified research scientists and for further study in 
the sciences directed toward increasing the com- 
petence of college science teachers. 

Fellowships are offered for graduate study in the 
physical, medical, biological, and engineering 
sciences; anthropology and psychology (excluding 
clinical); and geography, certain interdisciplinary 
fields, and selected social science fields. These fel- 
lowships are limited by law to citizens of the United 
States. A Fellow may study under his award at any 
accredited nonprofit institution of higher education 
in the United States or any similar institution 
hg approved by the National Science Founda- 


_ on are not made to individuals to 
careers in medical practice or other clinical fields; 
applications are accepted, however, from students 
who intend to obtain advanced training in one of 
the medical sciences directed toward a career in 
research. An individual who holds a degree such 
as M.D., D.D.S., or D.V.M. and desires to continue 
training for a career in research is eligible to apply 
for a postdoctoral award provided he can present 
an acceptable plan for study and research. 

Four types of fellowships are offered—the Pre- 
doctoral, Regular Postdoctoral, Senior Postdoctoral 
and Science Faculty. The predoctoral program is 
open to students studying for masters or doctoral 
degrees in science. The three predoctoral levels, 
first-year, intermediate-year, and terminal year, 
carry base stipends of $1,600, $1,800, and $2,000, 
respectively, with allowances for travel and de- 
pendents. Approximately 1,000 predoctoral fellow- 
ships were awarded during 1958. 

The regular postdoctoral program is available to 
those who have earned a doctoral degree or have 
had research training and experience equivalent to 
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that represented by such a degree. The stipend is 
$3,800 with allowances for travel and dependents. 
These awards are made semiannually, and approxi- 
mately 125 were made in 1958. 

The objective of the senior postdoctoral program 
is to provide senior, established scientists an oppor- 
tunity to increase their competence as investigators 
in their own or related fields. These scientists 
should have held their doctoral degree for a mini- 
mum of five vears. A salary-matching stipend is 
awarded, up to a maximum of $12,000. Approxi- 
mately 75 such fellowships are awarded each year. 

To increase the effectiveness of the teaching of 


and 
plan to continue teaching. A salary-matching stipend 
is given, up to a maximum of $12,000. Approximate- 
ly 180 such fellowships were awarded in 1958. 

During fiscal year 1957, 34 fellowships were 
awarded in the medical sciences. There were 20 
predoctoral, 9 regular postdoctoral, 2 senior post- 
doctoral, and 3 science faculty fellowships. During 
the medical sciences—15 predoctoral, 18 regular 
postdoctoral, 5 senior postdoctoral, and 2 science 
faculty. 

Additional information on the Predoctoral and 
Regular Postdoctoral Fellowship Programs of the 
National Science Foundation may be obtained from 
the Fellowship Office, National Academy of Science- 
National Research Council, Washington 25, D. C. 

Additional information on the Senior Postdoctoral 
and Science Faculty Fellowship Programs may be 
obtained from the Division of Scientific Personnel 
and Education, National Science Foundation, 
Washington 25, D. C. ° 


CONTRIBUTIONS OF THE OFFICE OF 
VOCATIONAL REHABILITATION TO 
MEDICAL EDUCATION AND RESEARCH 


Since 1954 the Office of Vocational Rehabilita- 
tion, under authority of the Vocational Rehabili- 
tation Act, has offered direct and indirect aid of 
five types to medical education and research. The 
following summary of the various grant programs 
administered by the Office of Vocational Rehabili- 
tation which have an impact on medical education 
has been prepared by its administrative staff for the 
education number of Tue Journat. 


The Office of Vocational Rehabilitation, Depart- 
ment of Health, Education, and Welfare, offers 
direct and indirect aid to medical education. Direct 
aid is available in the form of long-term teaching 
grants and short-term course or institute grants to 
the schools. Less direct but significant support is 
provided through research grants, research fellow- 
ships, and traineeships. These five types of aid, 
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college science teachers, the foundation awards 
annually science faculty fellowships to teachers 
1 
Vv. 
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made possible under authority of the Vocational 
Rehabilitation Act of 1954, may be summarized as 

the schools in initiating, expanding, or improving 
teaching in the rehabilitation phases of medicine. 
The number of medical schools receiving teaching 
grants has increased from 6 in 1956 to 25 during 
the current academic vear. Averaging from $15,000 
to $25,000, the grants are intended to provide part 
of the costs of the teaching program. Generally, 
they cover the salary of a faculty member coor- 
dinating the program, payment for the part-time 
services of supporting staff, and the purchase of in- 
structional equipment or materials. The duration of 
these grants is one academic year with provision 
for reapplication by the institution for continued 


2. Short-term course grants are made to medical 
institutions to stimulate interest and to increase 
knowledge regarding the potentialities of rehabili- 
tation. Funds from this source may also be used to 
pay part of the costs incurred by those in attend- 
ance. During the past year, specialized courses 
were conducted in geriatric rehabilitation, the 
teaching of esophageal speech, and administrative 
problems encumbered by physicians engaged as 
medical consultants in the state-federal vocational 
rehabilitation program. Short-term courses dealing 
with prosthetic rehabilitation of the upper ev- 
tremity amputee and the above-knee amputee 
reached in 1957 an estimated 600 physicians, physi- 
cal therapists, occupational therapists, and pros- 
thetists. 

3. Traineeship grants in medicine serve the pur- 
pose of increasing the nation’s supply of qualified 
physiatrists. They were given during the past aca- 
demic year to 25 institutions offering approved 
residency programs in physical medicine. From this 
source the institutions, in turn, awarded traineeships 
to individual physicians. The number of physicians 
receiving this type of support has increased from 4 
in 1955 to 139 during the past academic year. Ex- 
penditures for such traineeships, which averaged 
$6,000 per trainee, increased from $287,500 in 1956 
to $650,000 in 1958. 

Office of Vocational Rehabilitation funds have 
also been used in several institutions to establish 
part-time courses in rehabilitation methods and 
concepts for graduate physicians engaged in resi- 
dencies in neurology, neurosurgery, orthopedics, 
psychiatry, urology, plastic surgery, etc. 

4. Research and demonstration grants are avail- 
able for the partial support of projects aimed at 
developing more effective methods and techniques 
for the vocational rehabilitation of the more severe- 
ly disabled. Although no specific matching is re- 
quired, sponsors of current active projects are 
carrying an average of 33% of the total cost of the 
projects. Research and demonstration grants are 


recommended for approval by the National Ad- 
visory Council on Vocational Rehabilitation which 
is composed of medical, educational, and scientific 
members who are established authorities in fields 
concerned with vocational rehabilitation. 

Projects are being encouraged in the following 
categories: (a) studies designed to determine 
physiological changes which occur during treat- 
ment and retraining in physical rehabilitation; 
(b) the development of new and improved diag- 
nostic techniques; (c) investigations to elucidate 
the dynamics of individual and group motivation as 
a factor in success or failure of physical medicine 
procedures; and (d) projects for developing quanti- 
tative methods for evaluating functional capacities 
of disabled individuals. 

5. Research fellowships may be awarded to assist 
qualified candidates to pursue advanced training 
for research in rehabilitation or to undertake a 
research project which holds promise of advancing 
knowledge of the vocational rehabilitation of dis- 
abled persons. Three types of fellowship are avail- 
able: predoctoral, postdoctoral, and special. The 
awards are made on an annual basis and are subject 
to a limitation of two vears. 

The programs of the Office of Vocational Re- 
habilitation in aid to medical education are based 
on long-standing practices of cooperation with state 
and local agencies and medical institutions. Na- 
tional advisory committees play a major role in the 
administration of the office's educational grants 
program. These committees, composed of leaders 
in the educational, research, and administrative 
phases of the various rehabilitation disciplines, have 
helped to formulate the policies and basic principles 
which govern the grant programs for medical edu- 
cation. Academic freedom for the institutions and 
individuals receiving grants is a primary considera- 
tion. The intent of Congress, the recommendations, 
of the advisory committees, and the traditions and 
experience of the Office of Vocational Rehabilitation 
provide maximum safeguards for that freedom. In 
carrving out the over-all program, every effort is 
made to insure the widest distribution of funds, 
taking into consideration the number and quality 
of the projects and the available resources. 


UNDERGRADUATE AND GRADUATE 
MEDICAL TRAINING PROGRAMS IN THE 
VETERANS ADMINISTRATION 


The following material reviewing the Under- 
graduate and Graduate Medical Training Programs 
in the Veterans Administration has been submitted 
by the Director, Education Service, Research and 
Education, Department of Medicine and Surgery of 
the Veterans Administration. 


The Veterans Administration medical school re- 
lationship which resulted from the 1946 congres- 
sional action organizing a Department of Medicine 
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and Surgery within the Veterans Administration 
had as its principal 
supervision of uate training programs 
Veterans Administration hospitals by medical 
faculties. This relationship was formalized by a 
policy memorandum issued Jan. 30, 1946, and at 
that time undergraduate medical education was not 
considered in establishing the Veterans Adminis- 
tration medical school rela 

On Nov. 21, 1957, nearly 12 years after the 
inauguration of this relationship, a letter survey was 
made of all Veterans Administration hospital man- 
agers and all deans of associated medical schools 
asking for a reevaluation of the Veterans Adminis- 
tration medical school relationship. The results of 
this survey will be reported in another publication 
at a future date, but the significant feature of the 


Taste 55.—Veterans Administration Residents, April, 1958 


Career AllOther Total 
Residents Residents Resident« 


0 » 
Physical medicine 3 7 » 
Iss Brit) 
Pulmonary diseases is 
» 
relationship has endured for 12 years because it is 


mutually beneficial to both the medical schools and 
the veterans hospital. 


UNDERGRADUATE MEDICAL EDUCATION 


For the academic year 1957-1958, 62 medical 
schools assigned 6,022 medical students to Veterans 
Administration hospitals of which 4,917 (82%) were 
third and fourth year clinical clerks. Many others 
assigned students on other than clerkship basis. 
Eighteen Veterans Administration hospitals received 
100% of the third year medical school class and 16 
hospitals received 100% of the fourth vear medical 
school class for clerkship training. 


GRADUATE TRAINING PROGRAMS 
Table 55 indicates that residency training is con- 
ducted in 20 medical specialties in Veterans Ad- 
ministration hospitals. As of April 15, 1958, there 
were 2,515 residents on duty of which 262 were 
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“career residents” receiving the pay of full-time 
physicians in return for a contractual obligation to 
serve specified periods of obligated service at the 
conclusion of their formal residency training. 
While all authorized residency positions are 
filled, the facilities of Veterans Administration hos- 
pitals would permit significantly greater numbers 
of residents to be trained both funds and 
resident candidates were available. The actual 
capacity of Veterans Administration hospitals en- 
gaged in residency training is 3,806, although this 
number of positions has never been offered at any 
time. 


The 2,515 residents on duty in Veterans Adminis- 


represents 
throughout the United States. 

Veterans Administration hospitals participate in 
626 different individual residency programs. Of 
these, 29% are conducted as integrated programs 
by combination with university programs in the 
community. They are, therefore, not independently 
approved and are usually listed in THe Jounnat of 
the American Medical Association under an “in- 
—_— heading. Three hundred and eight (49%) 

ly approved in the name of the 
wl Administration but are conducted in col- 
laboration with other approved programs. Sixty-two 
(10%) are conducted on an affiliate basis with 
approval for such programs resting in the name of 
another hospital than the Veterans Administration. 
Forty-seven (7%) are independently approved and 
conducted without any outside collaboration or 
affiliation, while 42 (5%) of the programs are now 
pending approval. 


FOREIGN MEDICAL SCHOOL GRADUATES 


During the past fiscal year, 168 residents were 
graduates of foreign medical schools, and 16 of the 
total were graduates of Canadian medical schools. 
In addition to the above United States citizens who 
were graduates of foreign schools, 89 noncitizen 
residents were serving on a “without compensation” 
basis by assignment from university hospitals. 
Twenty-six noncitizens were assigned with Veterans 
Administration hospitals having residency training 
programs on a “guest student” basis to act as 
observers only and not to participate in residency 
training programs from the standpoint of assuming 
responsibility for patient care. 

Recognition of the approved status of Canadian 
medical schools finds expression in a relaxation of 
the previous requirements for citizenship. At pres- 
ent, a noncitizen who is a graduate of an approved 
Canadian or American medical school may be em- 
ployed as a resident in Veterans Administration 
hospitals. United States citizens who are graduates 
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tration hospitals represent 82% of all reported 
residency appointments in the federal services and 
replies was a unanimous endorsement and recom- 
mendation for continuing the relationship. This 
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of other foreign medical schools may not be em- 
ployed unless holding certification from the Educa- 
tional Council on Foreign Medical Graduates, Inc. 


RESIDENT COMPENSATION 


Subsequent to congressional action improving the 
pay status of federal employees, the maximum 
stipend for residents was increased on July 1, 1958. 
Board, room, and laundry cannot be provided free 
to residents, and therefore these costs must be de- 
ducted from the resident's stipend if provided by 
the Veterans Administration hospital. Table 56 
reveals the current maximum stipends for medical 
residents. Each deans committee determines the 
actual stipend level within the permissible maxi- 


NATIONAL DEFENSE AND 
MEDICAL EDUCATION 


SELECTIVE SERVICE SYSTEM 


The following information, current as of July 1, 
1958, has been submitted by the Selective Service 
System National Headquarters. 


The responsibility for primary classification of 
registrants rests with Selective Service local boards. 
If a person or his employer (college, medical school, 
or hospital ) has requested his deferment and he has 
been classified as available for military service, the 
person or his employer may, within 10 days of the 
mailing of the notice of classification, file an appeal. 
The appeal will be reviewed ordinarily by the ap- 
SS having jurisdiction where the registrant's 

board is located, but it may be transferred for 
review to the appeal board having jurisdiction in 
the area where the registrant is working or attend- 
ing college if this is requested in writing when the 
appeal is made. If the state appeal board should 
sustain the classification, the registrant or his em- 
ployer may, if there is a dissenting vote in the 
appeal board, file a written request with the local 
board to have the decision appealed to the Presi- 
dent. If there is no dissenting vote, the state or 
national director of Selective Service may appeal 
the case to the president. 

The “college student certificate,” SSS Form 109, 
continues to be prescribed for the use of institutions 
of higher learning, including those of medicine, in 
furnishing the local boards information regarding 
registrants who are enrolled as students in those 
institutions. These forms should be submitted to the 
local boards by the educational institution on re- 
quest of the registrant. However, the mere filing of 
such a form does not constitute a request for occu- 
pational deferment, since, in order to establish the 
right of appeal as an interested party, a written 
request from the college or employer for occupa- 
tional deferment must accompany the form. The 
registrant has the right of appeal if exercised in 
the prescribed 10 days. He may make his appeal 
informally in writing. 


Eligibility for Consideration 
for Deferment 


The law empowers the President to provide for 
the deferment of any person whose deferment is 
equitable and in the national interest. Furthermore, 
it is the sense of Congress that provision should 
be made for the annual deferment from training 
and service of premedical, predental, and allied 
preprofessional students in numbers equal to those 
at present (1950) in attendance at colleges and 
universities as outlined in the general student defer- 
ment 

Sections 1622:15 and 1622:25 of the Selective 
Service Regulations specify the conditions under 
which students pursuing programs of higher edu- 
cation may be considered for deferment. Within 
these specified requirements, students of the healing 
arts are considered for deferment in the same 
manner as students pursuing other undergraduate 
similar schools. 

Any student not previously deferred who is pur- 
suing a full-time course of study is entitled to a 
single period of statutory deferment, class 1-S, until 
the end of the academic year. Such deferment does 
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not preclude the possibility of later deferment in 
class 2-S. Students whose activity in study, research, 
medical, or other endeavors is found necessary to 
maintenance of the national health, safety, or in- 
terest may be deferred in class 2-S until completion 
of their college training, provided they maintain 
satisfactory scholastic records. A student who is 
deferred for study extends his liability for military 
training and service up to his 35th birthday instead 
of his 26th, as prescribed for registrants who have 
never enjoyed a deferment. 

In selecting a student for deferment in class 2-S, 
the Selective Service local boards may, at their dis- 
cretion, be guided either by the score made by the 
student on the Selective Service College Qualifica- 
tion Test or by his record of academic performance. 
The college qualification test is given for the Se- 
lective Service System by the Science Research 
Associates, Inc., of Chicago. At present, in order to 
be eligible for deferment on the basis of this test, 
an undergraduate student must make a score of 70 
or more. SSS Form 108 has been prescribed for 
furnishing to the local board the score made on 
this test. This score is confidential and may be 
divulged by the local board only to the registrant 
or to one holding his written consent. 
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To qualify for deferment on the basis of academic 
performance, the nonprofessional student must have 
maintained the following standing among the male 


vear, upper three-fourths. A student accepted for 
admission to medical school after July 1, 1951, for 
the class next commencing may be deferred, pro- 
vided that, during his last full-time vear at college 
or university, he was ranked among the upper one- 
half of the male members of his class or had a score 
of 70 or more on the Selective Service College 


for admission by a graduate 
school after July 1, 1951, as a full-time student for 
the class next may be deferred pro- 
vided that, in his last full-time academic year in a 
college or university, he achieved a scholarship 
standing among the upper one-fourth of the male 
members of his class or scored 80 or more on the 
qualification test and provided that the graduate 


consideration for deferment to complete a_resi- 


: 

iH 


4 
527. 


sa 
the requirements of the hospitals for residents 
The Selective Service has agreed to recommend 


force wi be used, according to present 
tive Service , to fill a regular call; therefore, 


A young physician who 
self in a community where has 
by his local board essential to the maintenance of 
an adequate medical service in that community 
may be deferred by his Selective Service local 
board or such a physician may be deferred for 
teaching, research, or Public Health work when 
these are considered by the local board to be essen- 
tial in the national interest. 

For the academic year 1958-1959, the Public 
Health Service has arranged certain research grants 
for students who have completed two years in 
medicine. These grants will be for one year, and 
the deferment of these special men will be re- 
quested by the individual registrant and recom- 
mended by the surgeon general, United States 
Public Health Service. 


services. The President is also directed to establish 
a national advisory committee to advise the Selec- 
tive Service System and to assist state and local 

boards in selecting the needed medical, 
dental and allied personnel. 
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deferment is to pass from the individual to the 
surgeon general of the Public Health Service and 
then, if recommended, will be forwarded through 

members of his class: freshman year, upper one- national headquarters of the Selective Service 

half; more year, upper two-thirds; and junior System to the respective local boards of that 
system. 

Those graduates of medicine who accept a com- 
Qualification Test. classified by their Selective Service local boards in 

a class indicating that they are members of the 
reserve forces. Should it become necessary for the 
rtment of Defense to place with Selective 
school certifies that he is meeting the degree re- 

quirements. Decisions concerning deferment of 

American students enrolled in foreign universities, 

including medical students, are the responsibility of 

the local boards. The local board may accept or 

reject any claims or evidence presented for defer- 1] 

ment. Vv. 

Status of Interns and Residents 
The Selective Service System has always recom- 

mended the deferment of graduates of medicine to 

complete one year of internship training. Selective 

Service has stated that men, to be given favorable 

dency or more than 

tenance of the hos of F M 

No policy has been announced by the Selective 

Service System on the granting of deferment to 

faculty members, except that teachers of medicine 

have been mentioned in a Selective Service Opera- 

tions Bulletin as being in a critical occupation to 

sufficient number of young physicians who have which local boards should give special considera- 

satisfied their military liability or who are phy- tion. It has been recommended that as a general 

policy, essential members of the medical, dental, 

and veterinary faculties be held in their teaching 

positions until such time as replacements are found. 

This recommendation applies especially to persons 

to the Selective Service local boards the deferment in the basic science departments. This policy is not 

of men in a number not to exceed 300 as an over- a blanket recommendation for deferment from 

all total for the surgeon general of the United military service for all teachers. Part-time teachers, 

States Public Health Service. It is expected that who devote only a small portion of their time to 

this program may be continued from year to year. teaching, will be expected to enter the military 
All young physicians participating in this pro- 
gram are to be commissioned in the reserve com- 
ponent of the Public Health Service, and they are 
to be selected by the surgeon general of the Public 
Health Service for such training. The request for 


Vol. 168, No. 11 


Expiration of the “Doctor-Draft” Law 
The August, 1957, issue (vol. 7, no. 8) of Selec- 
tive Service carried a statement regarding the ex- 
piration of the “Doctor-Draft” law and the new 
legislative provisions for “Specialists’ Service.” 


Amendments to the Universal Military Training 
and Service Act, as , adopted in June, 
1957, replace the former “Doctor-Draft” law and 
provide for meeting the requirements of the Armed 
Forces for medical, dental, and allied specialists 
until June 1, 1959. Under the new amendments 
only those specialists who are otherwise liable as 
regular registrants are subject to induction under 
the Selective Service Law. 


The old “Doctor-Draft” law under which medi 
cal, dental and allied specialists had been liable 
since 1950 expired July 1, 1957. It had placed 
liability for service on older , dentists, and 
allied specialists, at one time up to the age of 51 

One of the principal effects of the new amend- 
ments to the basic Selective Service Law is to 
limit liability of doctors, dentists and allied spe- 
cialists to age 35 for those deferred on or after 
June 19, 1951, and to age 26 for others. Public 
Law 85-62, which amends the basic Selective 
Service Law with respect to these specialists, was 
signed by the President on June 27, 1957. By plac- 
ing medical, dental, and allied specialists under the 
same provisions of law and regulations as other 
registrants with respect to the upper limit of the 
age of liability, the 1957 amendments relieve from 
liability under the Universal Military Training and 
Service Act, as amended, any such specialist over 
the age of 32 on the date the amendments became 
effective—July 1, 1957. This is true because in order 
to have acquired extended liability under the June 
19, 1951, amendments, a registrant must not only 
have been deferred on or after that date, but also 


ite 


groups 
duction of persons qualified in needed medical, 
dental, or allied specialist categories pursuant to 
requisitions submitted by the Secretary of Defense. 
6. Qualified specialist aliens liable for induction 
shall not be held ineligible for appointment as 
commissioned officers solely on the grounds that 
such alien specialists are not citizens or have not 
declared their intention of becoming citizens. 


vided that any person in a needed medical, dental, 
or allied 
or who does 


provide for deferment of optometry students and 
premedical, osteopathic, preveterinary, pre- 

oa predental students in numbers at 
uch male students 


within 10 days of the attainment of degrees in these 
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3. Any such person called or ordered to active 
duty from a reserve component of the armed 
forces and who serves on active duty as a specialist 
for 12 months or more, shall upon release from 
active duty or within six months be given an op- 
Because of its importance from the standpoint of portunity to resign the commission unless he is 
medical education as well as its implication in otherwise obligated to serve in active training and 
medical practice, this statement is presented in ged = 
4. Any physician or dentist qualified for a re- 
“Doctor-Draft” Law Expires; New Legislation serve commission shall, so long as need for his 
Provides for Specialists’ Service services exists, be given an opportunity to volunteer 
tor active duty of not less than 24 months. 
5. The President may prescribe rules and regula- 
7. Any qualified person who is liable for in- 
duction, or who is ordered to active duty as a 
member of a reserve component as a physician, or 
a dentist, or in an allied specialist category, shall 
8 be appointed, reappointed, or promoted to such 
grade or rank as may be commensurate with his 
professional education, experience, or ability pro- 
commission has been terminated, may be used in 
his professional capacity in an enlisted grade. 
8. Periods of active duty performed by such 
specialists in student programs prior to receipt of 
appropriate professional degree or in intern train- 
ing shall not be counted toward establishing the 
qualification of such specialists for classification 
as a veteran exempt from liability for training and 
service. 
9. It is the sense of Congress that the President 
must not have attained the 26th anniversary ¢ 
birth by that date. Any man who was 26 7 
19, 1951, would, on July 1, 1957, have been 32 
old. now studying in colleges and universities. 
The amendments in addition provide that 10. Public Law 62, 85th Congress, amending the 
1. No person in the medical, dental, and allied Universal Military Training and Service Act, as 
specialist categories shall be inducted if he applies amended, to provide service liability for persons in 
for an appointment as a reserve officer and is or medical, dental and allied specialist categories, ex- 
has been rejected for such an appointment on the pires on July 1, 1959. 
sole ground of physical disqualification. With the expiration of the requirement for 
2. The President may order to active duty for special registration of medical, dental, and allied 
not more than 24 consecutive months any member specialists, such specialists under the amendments 
of a reserve component who is such a specialist, of June 27, 1957, should notify their local boards 
who is under 35, and who has not performed at (RP ___ 
least one year of active duty in the armed forces. fields. 


ARMY, NAVY, AND AIR FORCE 
PROCUREMENT PROGRAMS 


The following information summarizing the 
Army, Navy, and Air Force procurement programs 
has been by the office of the Acsitent 
onan of Defense (Health and Medical), cur- 
rent to June 26, 1958. It has been prepared so as to 
present a general portrayal of current procurement 
services insofar as they concern undergraduate and 
graduate medical education. 


Army 
EARLY COMMISSIONING PROGRAM 
FOR MEDICAL STUDENTS 


Medical students may apply for commissions in 
the grade of second lieutenant, Medical Service 
Corps, Army Reserve, while attending medical 
school. Students participating in this program will 
be obligated to accept superseding appointments in 
the grade of first lieutenant, Medical Corps, Army 
Reserve, upon graduation and, in accordance with 
the needs of the active Army may be required to 
serve on active duty for a period of two years 
upon ion of internship. Persons appointed 
under this program are assigned to Ready Reserve 
Units in appropriate medical corps vacancies in 
TOE and TD troop program units, USAR Schools, 
and USAR Control Groups (Annual Training). 

Every effort will be made to place officers com- 
missioned under this program on active duty on a 
date desired by them; however, no assurance can 
be given that they will be ordered to active duty 
at a particular time, since such action is contingent 
upon programmed requirements of the active Army. 

Participation in this program will not in itself 
increase the active service liability or obligation of 
the participant. However, participants will be re- 
quired to certify to their understanding that ap- 
pointment prior to attaining age 26 incurs an 
obligation for active participation in the Reserve 
training unless excused under regulations pre- 
scribed by the Secretary of the Army. 


Clinical Clerkship Training Program 

Participants in the Clinical Clerkship Training 
Program will be medical students at the sopho- 
more-junior and/or junior-senior level, who now 
hold appointments in the Medical Service Corps, 
Army Reserve, as lieutenants, or will be commis- 
sioned in sufficient time to participate in the pro- 
gram. A limited number may also participate in 
the program as “student employees” under Civil 
Service. Students in Army Reserve status who are 
selected for this clinical clerkship must volunteer 
to perform not more than 60 days of active duty 
for training, including travel. Students who are 
assigned to a USAR Control Group (annual train- 
ing) and are selected for the clerkship will ful- 
fill their annual requirement for active Reserve 
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will be divided into two equal periods, one 

bracing internal medicine and its cubapetate, 
the other surgery and its subspecialties. A preven- 
tive medicine program will also be available and 
will include one week of general orientation in 


program. Research clerkships are also available in 
a limited number for selected individuals at Walter 
Reed Army Institute of Research. 

The program commences on July 1 each year 
and is of 45-60 days duration. A student selected 
for a clerkship between his sophomore-junior year 
is not eligible to apply for the clerkship between 
his junior-senior year. 


missioned as second lieutenants, Medical Service 
Corps, United States Army Reserve, and will be 
spective schools as officers on active duty 

full pay and allowances until they complete their 
academic requirements for the of doctor 
of medicine. Upon completion of their medical 
education, selected students will be required to 
accept appointments in the grade of first lieutenant, 
Medical Corps, U.S. Army Reserve; thev must 
agree to participate in the National Intern Match- 
ing Program, Incorporated, and serve on active 
duty for three years immediately following their 
civilian or military internship. This includes time 
obligated under the Universal Military Training and 
Service Act, if applicable. Participants who are not 
matched for an Army internship will be released 
from active duty for one vear to allow them to 
complete a civilian internship, and they will then 
be recalled to active duty for three vears at the 
end of the 12-month period. 


Military Intern Program 

Selected graduates of approved medical schools 
will be commissioned as first lieutenants, Medical 
Corps, U.S. Army Reserve, and will be ordered to 
active duty for the purpose of completing a 12- 
month internship in a military hospital. Individuals 
participating in the program will not incur obliga- 
tory service; however, those individuals who will 
be liable for military service under the provision 
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ee participation by performing the above period of 
active duty for training. The students who are as- 
signed to a TOE or TD Reserve Unit, or a USAR 
School, will perform this training “in lieu of” the 
annual unit training (summer camp) requirement 
with their unit. 
The program will consist of approximately eight 
weeks of instruction at Army teaching hospitals, 
which will be devoted to military medicine and 
other military instruction, and the remaining time 
military organizaations, its functions and proce- 
dures, followed by detailed observation and as- 
sistance in a comprehensive preventive medicine 
Senior Medical Student Program 1 
Selected senior medical students will be com- Vv. 
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of any law will be required to serve that obligation 
immediately 
Military interns will be encouraged to apply 
Regular Army and residency training. 

Applicants must agree to participate in the offi- 
cial cooperative plan of internship appointments 
for first-year internships as conducted by the Na- 
tional Intern Matching Program, Incorporated. 


Military Resident Program 
The Military Resident Training Program is estab- 
lished for the purpose of providing the number of 
specialists required to meet the needs of the Army 


for the Regular Army are eligible to compete for 
residency training. Although appointment in the 
Regular Army is not a requirement for appoint- 
ment as a resident, the purpose of the program is 
to provide the Army with sufficient career person- 
nel having the required specialty training. Accord- 
ingly, applicants will be considered on the follow- 
ing 


Corps officers, (2) Reserve Medical Corps officers 
active duty, including interns who are concur- 
epplying for Regular Army appointment, 


applicants. 
Inasmuch as the number of applications received 
for participation in the Army residency program far 
exceeds the number of appointments available, con- 
sideration should be given to seeking a Regular 


residency training will not considered “qe 1 
pointment in a grade higher than captain. Indi- 
viduals selected for training who have not com- 
pleted the appropriate Army Medical Service 
orientation course, or an equivalent period of active 
duty as a medical officer, as determined by the 
surgeon general in each case, will be required to 
undergo such training prior to entering residencies. 
Selections will be made in November of each year. 
Appointments to fill remaining vacancies will be 
made from applications as received. Training in 
most specialties commences approximately every six 
months. 

Individuals placed in residencies in Army hos- 
pitals will be required to serve one year on a duty 
status for each year of training received. 

In the event spaces in the specialty requested are 
not available in Army hospitals on one of the next 
two or three starting dates after approval of an 
application, an opportunity will be offered to ap- 
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plicants approved for Regular Army to obtain resi- 
dency training in a civilian hospital approved by 
the Council on Medical Education and Hospitals 
of the American Medical Association. Individuals 
participating in the program in civilian hospitals 
under this policy are required to serve on active 
duty for two years for the first year of training 
received and one year for each subsequent year. 


Navy 
THE ENSIGN 1915 USNR PROGRAM 


After passage of the Selective Service Act of 
1940, many medical students who were obligated 
for military service by the Act indicated their de- 
sire to affiliate with the Naval Reserve in order to 
assure that their period of active duty would be 
with the Navy's Medical Department. To make this 
possible and to provide deferment from active duty 
until graduation, the Ensign, Probationary ( Medi- 
cal) Program was established before the onset of 
World War II. The first appointments late in 1941 
were limited to third-and-fourth-vear medical stu- 
dents attending class “A” (approved) medical 
schools. Within a few months, however, the pro- 
gram was expanded to include first-year and sec- 
ond-year medical students, and it has since come to 
be known as the Ensign 1915 Program. 

The number “1915” is a designator used to iden- 
tify officers within the Department of the Navy by 
a code system. The first two digits, 19, indicate that 
the officer is under instruction in a civilian school; 
the last two digits, 15, indicate an officer of the 
Naval Reserve. 

The qualifications for appointment as Ensign, 
1915, are as follows: 

A. Sex: Men and Women 
B. Age 

(1) “Candidates with no prior military service 
should be at least 19 and of such age that upon 
expected date of graduation, they will be under 33. 
The maximum age limit with prior active military 
service may be adjusted on a month-for-month 
basis, depending upon the number of months of 
active military service performed, but in no case to 
exceed 36 months. Applications cannot be accepted 
from any person who will have passed his or her 
36th birthday when he or she becomes eligible for 
superseding appointment in the Medical Corps, 
U. S. Naval Reserve following graduation from 
medical school. 

C. Educational 

(1) Should be within 120 days of completion of 
all academic work required for enrollment in medi- 
cal school. 

(2) Should be in attendance or have been ac- 
cepted for and be within six months or less of the 
date of the next entering class at one of the Amer- 
ican or certain of the Canadian medical schools 
accredited by the Council on Medical Education 
and Hospitals of the American Medical Associa- 


for career Medical Corps officers. Residencies are 
sponsored in both military and civilian hospitals. 
Officers of the Regular Army Medical Corps 
and individuals who meet the appointment criteria 
Army commission in order to establish a priority 
for consideration for the residency program. Ap- 
pointment for the program ordinarily will not be 
made more than two years in advance, and ap- 
plications for Regular Army in connection with 


tion, including poe schools of the basic medi- 
cal sciences in the United States and Canada. Ap- 
plications cannot be accepted from students who 
will attend a medical school in a foreign country 
other than Canada. 

(3) Should NOT have commenced the final vear 
of medical school. 

D. Professional 

(1) Applicants are required to establish profes- 
sional fitness and aptitude for the Naval Service 
through interviews and a review of college and em- 
ployment recc 
E. Physical Standards 

(1) Should be found physically qualified for ap- 
pointment to commissioned status in accordance 
with established regulations. 

The primary objectives of this program are to 
provide (1) an opportunity for qualified medical 
students to affiliate with the Naval Reserve as com- 
missioned officers while still in medical school; (2) 
assurance that these officers will be able to com- 
plete their medical studies and internship prior to 
fulfilling their obligation for active military duty; 
(3) assurance that, when they do enter the service, 
oh will be within the Navy's Medical 

and (4) a primary source of qualified candidates for 
the Naval Intern Program and for the Medical 
Corps of the Navy and Naval Reserve. 

As an added incentive for membership in the 
Ensign, 1915 Program, there has been established 
a 30-60 day active duty research clerkship training 
program at naval research activities throughout 
the United States. This program provides orienta- 
tion and indoctrination into medical research as 
well as on-the-job training for the undergraduate 
medical student during his vacation from medical 
school. Full pay and allowances are authorized for 
these selected officers while so serving on active 
duty. Medical students who are commissioned as 
Ensign, 1915 USNR, and who have successfully 
completed the first year of medical school are eligi- 
ble to particin 'te in this program. Research clerk- 
ships offer a detailed review of the specific research 
program being conducted at the training activity. 
A part of the training is spent in each research de- 

i. and the trainee serves as an assistant in 
actual laboratory research on a specific project 
under wav at that time. 

Also ¢ t:blished are clinical clerkships at Naval 
teaching hospitals throughout the United States. 
Beginning July 1 of each year, this program offers 
quotas for selected medical students who have 
completed the second year of medical school, 30 to 
60 days of active duty for training during vacation 
from medical school. Clinical clerkships are planned 
to provide indoctrination and orientation into naval 
medicine, rotation through the major professional 
services of a naval teaching hospital, and perform- 
ance of on-the-job training duties commensurate 
with the individual’s professional attainments. 
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Normally each year during the summer months a 
limited number of mature medical students holding 
commission as Ensign, 1915, are authorized to par- 
ticipate in NROTC-Midshipmen Cruises. Selections 
for this important training are made from students 
who have completed at least their second year of 
medical school with priority being given those who 
have completed their third year. Trainees receive 
an excellent indoctrination and orientation into the 
practices of naval medicine aboard ship under the 
supervision of ex medical officers of the 
Regular Navy and Naval Reserve. 

To assist the medical student financially, and to 
attract future doctors of medicine toward a career 
in the Navy Medical Corps, the Senior Medical 
Student Program was authorized by the Secretary 
of the Navy. To be eligible for participation, the 
individual student must be an Ensign, 1915 USNR, 
or agree to accept such an appointment if selected. 
Further, he must have completed his third year of 
medical school and be eligible for enrollment in the 
ensuing year. During attendance in medical school, 
these officers serve on active duty, receiving the 
full pay and allowances of their rank. In return for 
participation in this program, the individual serves 
one year plus the 24 months obligated by the 
Universal Military Training and Service Act, as 
amended 


Here are some important facts concerning the 
Senior Medical Student a 

(1) This program is open to qualified students 
cil on Medical Education and Hospitals of the 
American Medical Association. Students who have 
completed their second year of medical school may 
make application for this training at an Office of 
Naval Officer Procurement. Active duty commences 
and continues while in attendance during their 
senior academic year. To be eligible for participa- 
tion, he must be an Ensign, 1915 U. S. Naval Re- 
serve, Or agree to accept such an appointment if 
selected. A board convened in the Bureau of Medi- 
cine and Surgery selects the candidates for par- 
ticipation in this program. 

(2) Physical standards of this program are the 
same as those established for Regular Navy staff 


corps Officers. 

(3) Active duty orders are mailed to the student 

via the Professor of Naval Science or the District 
Commandant. Active duty commences upon re- 
ceipt of such orders and completion of proper re- 
porting endorsements. 
(4) The student agrees, in writing, to accept a 
Regular Navy commission, and if a Regular Navy 
commission is not tendered, to accept an appoint- 
ment in the Naval Reserve. 

(5) In accepting an appointment in the Regular 
Navy or Naval Reserve, as a result of having active 
service in the Senior Medical Student Program as 
an Ensign, 1915, he is obligated to serve on active 


1 
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duty and to retain the commission for a period of 
three years. This active service will commence upon 
completion of not more than 12 months of a civilian 
or Naval Internship. Providing that the student has 
24 months obligated military service to perform, 
this active duty affords a splendid opportunity to 
discharge the military obligation and serve an ad- 
ditional year in return for the benefits received in 
the Senior Medical Student Program. With no ob- 
ligated military service to perform, upon enrollment 
in the Senior Medical Student Program, the student 
obligates himself to serve for the same period of 
three vears. 

(6) As a medical student, he receives the full pay 
allowances of an Ensign, 1915, while so enrolled on 
active duty. Pay and allowances are based on 


member of his family or household dependent upon 
him for financial support) he receives $355.68 per 
month 


(b) Over two but less than three vears and no 
dependents, he receives $366.28 per month; with 

he receives $384.38 per month. 

(c) Over three and no dependents, he receives 
$429.28 per month; with dependents he receives 
$447.38 per month. 

student is credited with 2'2 days of annual leave for 
each 30 days of active duty served. 

(8) The wearing of the Naval uniform is per- 
mitted only when authorized by appropriate naval 


authority. 
(9) Timing is very important. An average of four 
months is required to completely process each 
line that completed applications must be forwarded 
to the Bureau of Naval Personnel, Navy Depart- 
ment, Washington, D. C. This is necessary so that 
sufficient time is given to the board in the Bureau 
of Medicine and Surgery to pass on the professional 
qualifications and the board in the Bureau of Naval 
Personnel to pass on the over-all qualifications 
of each applicant. Those selected are required to 
meet the moral, mental, and physical standards of 
Navy acceptance. All applicants will be notified by 
individual letter of their acceptance or rejection not 
later than the first week in May. 


NAVAL INTERNSHIPS 


Naval internships are 12 months in duration, are 
rotating in type, and conform in all respects with 
the requirements of the Council on Medical Educa- 
tion and Hospitals of the American Medical Asso- 
ciation. These compare most favorably with the 
best civilian internships and each year the number 
of applicants considerably exceeds the number of 
available naval internships. Internships are offered 
at the U. S. Naval Hospitals located at Camp 


1915 USNR Program in order 
accepted for a naval internship. 
if the Ensign 1915 USNR candidate does not 


who is matched to a civilian internship will 
placed on inactive duty during the period 
internship, following completion of which 
be called to active duty in compliance 


include the following: (1) be a graduate or poten- 
tial graduate of a medical school approved by the 
American Medical Association; (2) be a citizen of 
the United States; (3) be registered with and his 

Directory of Students 


In order to become eligible for consideration for 
a naval internship, candidates must first make 
application for a commission in the Naval Medical 
Corps. This can be accomplished by visiting or writ- 
ing to the nearest Office of Naval Officer Procure- 
ment or the nearest U. S. Naval Hospital in the 
continental United States. In applying for a naval 
internship it is recommended that five (5) naval hos- 
pitals be listed in the order of preference. Generally 
assignments are made from among the first three 
listed. The candidate applies, as far as the matching 
is concerned, directly to the Navy and not to the 
specific hospital. If matched to the Navy every 
effort is made to place the candidate in his first 
choice, but if this is not possible he will be assigned 
to another hospital of his choice. In the matching 
program the student is matched to the service and 
not to a particular hospital within it. 

Applications for commission in the Naval Medical 
Corps for intern training are accepted between 
Sept. 1 and Dec. 1 each year. That portion of the 
application pertaining to internship is accepted be- 
tween Oct. 1 and Dec. 1. Early submission of appli- 
cations is strongly recommended. 

Any additional information may be obtained 
from the Chief, Bureau of Medicine and Surgery, 
Department of the Navy, Washington 25, D. C. 
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Pendleton, Calif.; Oakland, Calif.; San Diego, 
Calif.; Jacksonville, Fla.; Pensacola, Fla.; Great 
Lakes, Ill; Bethesda, Md.; Chelsea, Mass.; St. 
Albans, N. Y.; Philadelphia; Newport, R. 1.; Charles- 
ton, S. C.; Portsmouth, Va.; and Bremerton, Wash. 
All naval interns are selected and matched to 
the Navy by the National Intern Matching Pro- 
gram, Incorporated. It is not necessary for the 
medical student to be a participant in the Ensign 
sire a naval internship, he should list only the 
civilian hospitals in the order of his preference, 
and in this way he will not be competing with 
those who desire a naval internship and who re- 
longevity as follows: quest to be so matched. The Ensign 1915 candidate 
(a) Less than two years and no dependents, he 
receives $338.58 per month; with dependents (a 
The basic requirements for a naval internship 
] published by the National Intern Matching Pro- 
gram, Inc.; and (4) meet the prescribed physical 
standards for a commission in the U. S. Naval 
Reserve. 


NAVAL RESIDENCY TRAINING PROGRAMS 


Eight U. S. naval hospitals are now for 
residency training in the various clinical specialties 
of medicine and surgery by the Council on Medical 
Education and Hospitals of the American Medical 
Association and by the respective American Spe- 
cialty Boards. These naval hospitals are located at 
Chelsea, Mass.; St. Albans, N. Y.; Philadelphia; 
Bethesda, Md.; Portsmouth, Va.; Great Lakes, IIL; 
Oakland, Calif.; and San Diego, Calif. Residency 
training for medical officers is also actively spon- 
sored by the U. S. Navy in selected outstanding 
civilian hospitals, schools, and medical centers of 
the United States in those few specialties wherein 
the Navy does not operate formalized training pro- 
grams. U.S. Naval Hospital residency training ac- 
tivities embrace the specialties of allergy, anesthesi- 
ology, cardiovascular disease, dermatology and 


surgery 
in civilian institutions is conducted in plastic sur- 
gery, neurological surgery, preventive medicine and 
public health, and in children’s orthopedic surgery. 
Medical officers eligible for assignment to duty 
as a resident are Regular Navy officers and those 
Reserve medical officers who have ed their 
active service obligations under the Universal Mili- 
tary Training and Service Act, as amended. Re- 
quests for residency training duty should be for- 
warded to the Chief of the Bureau of Medicine and 
ryt Navy Department, Washington 25, D. C. 
such requests are acted upon by the Bureau 


with the merits of each case, taking into considera- 
tion the professional experience, background, and 
aptitude of the candidate and the needs of the 
service in the particular specialty in which training 
is desired. One year of obligated service is required 
for each year of training received in a Naval hos- 

. Two years of obligated service are required 

the first year of training received in civilian 
institutions and one vear of obligated service for 
each successive year so spent. 

It is the policy of the Bureau of Medicine and 
Surgery to continue a resident in training until 
formal requirements, leading to eligibility to under- 
go examination by an American Specialty Board, 
have been met. This procedure will be strictly 
adhered to in every case where the needs of the 
service permit, barring national emergencies, pro- 
vided that such an arrangement remains mutually 
agreeable and satisfactory aptitude and progress as 
a resident are demonstrated. The highest priority 
in the assignment of naval medical officers to resi- 
dency training is given those who have completed or 
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are about to complete a normal tour of active duty 
with an operational unit of the U. S. Navy at sea 
or on foreign shore stations. 


OTHER GRADUATE TRAINING FOR NAVAL MEDICAL 
OFFICE 


RS, INCLUDING THE MILITARY 
MEDICAL SPECIALTIES 

Aviation Medicine.—The School of Aviation Med- 
icine at Pensacola, Fla., convenes four classes an- 
nually of approximately 30 students, for didactic 
instruction in aviation medicine and actual instruc- 
tion in flight and ground school. Each class is of 
about six months duration. Upon completion of this 
course of instruction they are designated naval 
flight surgeons and assigned to a two-year period of 
operational duty. Additionally, the School of Avia- 
tion Medicine is approved for residency training 
in aviation medicine. This training may be re- 
ee after completion of the two vear operational 
ity assignment and consists of one vear of public 
health at a civilian institution and two vears of 
residency training in aviation medicine at the 
school in Pensacola. They are then considered 
board eligible for certification in aviation medicine. 
Further opportunities are available in several large 
naval laboratories for work in research related to 
aviation medicine. The laboratories are located at 
Johnsville, Pa.; Philadelphia; and the School of 
Aviation Medicine, Pensacola, Fla. A medical offi- 
cer interested in the aeronautical aspects would do 

well to consider this advanced training. 
Submarine Medicine.—This military medical spe- 
cialty s 


physiology. The basic six months course of training 
includes lectures, demonstrations, laboratory work, 
practical experience, and cruises in submarines, 
rescue vessels, and tenders as available. The ma- 
jority of the course is given at the Submarine School 
and Medical Research Laboratory at the Submarine 
Base, New London, Conn. Eight weeks of the six 
months period is spent at the U. S. Naval Deep Sea 
Diving School, Naval Gun Factory, Washington, 
D. C., where the student learns about diving by 
making dives and about the physiological problems 
involy. d through classroom and laboratory periods. 

Upon completion of a tour of duty with an opera- 
tional unit the medical officer may apply for post- 
graduate training in various ficlds. He may prepare 
himself for later certification in occupational medi- 
cine by attending the academic year at the Uni- 
versity of Rochester and later service in nuclear 
powered submarines or surface vessels. He may 
prepare for certification in preventive medicine by 
attending one of the public health schools and 
subsequent field duty ashore and afloat. He may 
prepare himself for a career in research by a post- 
graduate year at the University of Pennsylvania 
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syphilology, general practice, internal medicine, 
neurology, obstetrics and gynecology, ophthalmol- 
ogy, orthopedic surgery, otolaryngology, pathology, 
pediatrics, psychiatry, radiology, surgery, thoracic 
in the Navy. Training in this specialty is particu- | 
larly applicable to those having an interest in occu- 
pational or preventive medicine and research in 
Advisory Board on professional training matters. 
This board makes recommendations in accordance 
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College of Medicine followed by duty at naval 
laboratories and with operational units. Clinical 
medical specialty training in all fields is available 
and having served with operational units is an addi- 
tional credit to one’s application. 

Research Program.—The Navy offers 60 Navy 
medical officer billets for military medical research 
careers. These opportunities embrace basic medical 
research in aviation medicine, submarine medicine, 
clinical specialties, amphibious and field medicine, 
medical problems of nuclear, biological, and chem- 
ical warfare defense. These 60 billets are distributed 
among 15 in-service laboratories, strategically lo- 
cated throughout the world, and represent the pro- 
gram indicated above. 

Amphibious and Marine Corps Field Medicine.— 
Recognized as an important military operational 
medical specialty, this training is conducted at 
Camp Lejeune, N. C., Camp Pendleton, Calif., and 
the Marine Corps Educational Center, Senior 
School, Quantico, Va. This specialty offers valuable 
training in the methods of sorting (triage), man- 
agement, and evacuation of mass aa to re- 
search and development of field medical equip- 
ment, field sanitation methodology and _ practices, 
medical logistic support, large scale medical plan- 
ning, and efficient patient care in field combat. 

Nuclear Medicine.—Graduate courses for medical 
officers are conducted at several U. S. Naval Hospi- 
tals, in affiliation with civilian institutions. Addi- 
tional graduate courses in radiobiology are spon- 
sored by the Navy for medical officers at Reed 
College, Portland, Ore., and the University of 
Rochester, Rochester, N. Y., to meet present and fu- 
ture needs of the Navy for personnel trained in the 
fields of nuclear propulsion, radiological safety and 
special weapons effects. Formal long courses for 
radiology and other residents are conducted in the 
clinical use of radioisotopes at the U. S. Naval Medi- 
cal School, National Naval Medical Center, Bethes- 
da, Md. This latter course is approved by the 
Atomic Energy Commission and is designed to ful- 
fill the needs of those who wish to appear for fu- 
ture examination for certification by the American 
Board of Radiology, as well as those residents in 
other specialties who may need to acquire a better 
understanding of the clinical utilization of radio- 
isotopes in diagnostic and therapeutic procedures 

Air Force 


The Air Force is presently sponsoring training 
programs for senior medical students, as well as 
internships and residencies in both civilian and 
military hospitals. Applicants must be United States 
citizens, be morally, physically, and educationally 
qualified, and must not be nor have been con- 
scientious objectors. Eligibility varies with each 
program according to the applicant's age. 


THE SENIOR MEDICAL STUDENT PROGRAM 


The Senior Medical Student Program offered by 
the Air Force is available to selected Junior Medical 
students. The application period for this program 
is Nov. 1 to March 1 of the junior year. Those 
selected are commissioned as second lieutenants 
and are sponsored from the date of matriculation to 
the date of graduation. Upon graduation they must 

and apply for cither a military or a_ civilian- 
sponsored internship. These net ter 
training are released from active duty for one year 
to intern under private contract. Selected students 
incur a three-year obligation for sponsorship of the 
senior year. No additional obligation is incurred if 
they are selected for a sponsored internship. 

AIR FORCE SPONSORED I 

AND MILITARY 


The Air Force Intern Training Program, begun 
in 1950, is designed as a Regular Officer procure- 
ment program. For the year beginning July 1, 
1959, the Air Force plans to sponsor 90 interns in 
military hospitals, selected through the National 
Intern Matching Program. The Air Force will also 
sponsor 80 interns in approved civilian hospitals. 
gibility requirements stated above, must not 
more than 32 years of age, and must be graduates 
of medical schools acceptable to the Surgeon 
General. 

Selection for civilian internships is made periodi- 
cally by the Office of the Surgeon General on the 
basis of scholastic standing, physical fitness, and 
military aptitude and inclination. Applications for 
sponsored civilian intern training beginning July 1 
are closed as of April 1 each year; closing date for 
applications for training beginning on “off-term” 
dates is announced by letter annually. For military 
internships, applications must be submitted not 
later than Dec. 1. Those selected are appointed 
effective the date of graduation from medical 
school as first lieutenant, Air Force Reserve 
( Medical ). Military interns incur a minimum period 
of obligated service of 24 months and civilian in- 
terns, 36 months, regardless of their Selective 
Service classification. However, their military serv- 
ice obligation under the Universal Military Training 
and Service Act, as amended, will be discharged 
concurrently with this service. 

Civilian interns are assigned to the hospital at 
which they have obtained an approved internship. 
Since the program is designed to cover the normal 
one-year internships, students who have accepted 
appointments to internships longer than 12 months 
are not favorably considered for this program. 
(They may not accept any remuneration from the 
hospital. ) 


INTERNSHIPS, CIVILIAN 
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and 
of general medical duty in Air Force installations. 
RESIDENCY TRAINING PROCRAM 


The Air Force Residency Training Program is 
normally limited to members of the Regular Air 
Force and is conducted in both military and civilian 
hospitals (including nonmilitary government hos- 


dency training spaces are available. The spaces are 
about equally divided between military and civilian 


basis in all recognized medical according 

to the needs of the Air Force. The requirements 

are greater, however, for officers trained 

in general practice, pathology, otolaryngology, 
neurology, 


specialties is 


pathology, 

Commission and training to begin on 
July 1 should reach Headquarters USAF not later 
than Nov. 1. In any event, applications should be 
submitted not later than eight months prior to the 
beginning date of residency training. 

gram leading to board certification in Aviation 
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Primary Course of Aviation Medicine and have had 
a minimum of nine months practice as an Aviation 
Medical Examiner. A must be officers of 
the Regular Air Force, physically and professionally 
qualified, and be no more than 34 years of age 
when the class convenes. Applications must arrive 
at Headquarters USAF not later than Dec. 1 for 
entrance into program beginning the following 
September. 

MEDICAL EDUCATION FOR NATIONAL DEFENSE 


The following information on the status of Medi- 


. cal Education for National Defense, current to 


July 1, 1958, was submitted by the office of the 
national coordinator of the program. 


The Medical Education for National Defense 
(MEND) Program is presently active in 45 of the 
American colleges of medicine, and 10 additional 
schools are to be selected for affiliation effective 
1959. Requests for MEN D.affiliation have 

considerably in excess of the program's ability 
to expand, and a waiting list for affiliation is main- 
tained. 

The 45 schools presently taking part in the pro- 
gram are Albert Einstein, Baylor, Bowman Gray, 
Buffalo, California (San Francisco), University of 
California at Los Angeles, Colorado, Columbia, 
Cornell, Creighton, Duke, Georgetown, 
Howard, Illinois, lowa, Kansas, State, 
Louisville, Marvland, College of Medical Evan- 
gelists, Miami, Michigan, Mississippi, New York 
University, North Carolina, Northwestern, Ohio 
State, Oklahoma, Pennsylvania, Pittsburgh, Roches- 
ter, Stritch, Temple, Texas (Galveston ), Tufts, Tu- 
lane, Vanderbilt, Vermont, Medical College of 
Virginia, University of Virginia, Washington Uni- 
versity (St. Louis), University of Washington 
(Seattle), Western Reserve and Wisconsin. 

MEND is a function of the MEND Program 
subcommittee of the Association of American 
Medical Colleges; it is endorsed by its 
organization, by the American Medical Association 
Council on Medical Education and Hospitals and 
the Council on National Defense, and by medical 
officials of the t of Defense, Army, Navy, 
Air Force, Public Health Service, and the Office of 
Defense and Civilian Mobilization. It has received 
the approval and cooperation of a wide variety of 
federal and private medical and educational 
activities. 

The purpose of the program is to encourage the 
teaching of principles of military and disaster medi- 
cine by regular faculty members of our medical 
colleges. Nothing is mandatory; each faculty is 
free to accept or reject any part of the program not 
consistent with the local philosophy of medical 
education. All emphasis is on medical rather than 
military topics. It is hoped that the problem of 
national ness in medical education can 
be solved by interested faculty members on a local 
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Military interns are not assured assignment in 
any specific military hospital, but almost all are 
assigned according to their first, second, or third 
choice. Military internships are of the general rotat- 
ing type so that applicants gain appropriate experi- 
ence in various fields of medicine. Training is di- 
rected by military and civilian physicians and 
includes a wide range of clinical material, utilizing 
modern medical, surgical, and radiological facilities. 
It provides for one year of formal training in ac- 
cordance with the requirements of the Council on 
Medical Education and Hospitals of the American pO 
pitals). For the year beginning July 1, 1959, the 
Air Force program provides for a maximum of 425 
residents, 130 in military hospitals and 295 in 
civilian hospitals. Approximately 110 first-vear resi- 
hospitals. 
Physicians who enter this program are expected 1 
to remain in training until they have completed the 
minimum formal training requirements of the spe- V. 
cialty boards. Applications for residency training 
and a regular commission may be submitted simul- 
taneously and may be submitted at any time after 
completion of three months of internship. For each 
year of sponsored training in a military hospital, the 
period of obligated service incurred is one year; in 
civilian hospitals, the obligation is two years for 
the first year of training and one vear for each 
additional year. 
Residency 7 is available on a - 
cology. Training in the following RI 
available at the USAF Hospital, Lackland Air 
Force Base, San Antonio, Texas: anesthesiology, 
general surgery, internal medicine, ophthalmology, 
Medicine is a comprehensive program of five years’ 
duration. Applicants must be graduates of the 


disease problems in disaster situations, and others. 
The national coordinator of MEND has an office 


SCHOOLS FOR MEDICAL RECORD LIBRARIANS 


The Council has worked closely with the Ameri- 
can Association of Medical Record Librarians since 
1942 in the development of criteria for and evalua- 
tion of educational programs in medical record 
library science. Initial and continued approvals of 
schools are considered by the Council on the basis 
of the recommendations of the Committee on Edu- 
cation and Registration of the American Association 
of Medical Record Librarians, which has an able 
education director who makes periodic survey- 
visits to schools. Significant studies to further ad- 
vance training in the field are being carried out 
effectively by the American Association of Medical 
Record Librarians. 

Revision of the curriculum currently recom- 
mended by the Council and the American Associa- 
tion of Medical Record Librarians is under active 
consideration. Revisions will be gradually imple- 
mented and based upon studies which will not be 
completed for several years. The following is 
abstracted from the statement of the American 
Association of Medical Record Librarians on one of 
the studies, “The Functions and Education of Medi- 
cal Record Personnel” carried out by the University 
of Pittsburgh: 


a 


pitals. When the hospital training 
and properly integrated with collegiate 
degree is available after four years of study. A 
the 10 schools offering programs, 7 admit 
qualified high school graduates, and 3 schools offer 
a curriculum of 12 months’ duration with admission 


: 


accredited school of professional nursing of at least 
three years’ duration. A college degree is required 
for me oa Be into four certificate programs. Lists 
of a schools are available from the Council. 
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basis and under local control rather than through To —y coed S aaa of the study, the 
such methods as the establishment of a federal American Assoc , Record Librarians proposes 
medical school or through divect federal interven eration, oad 
tion in curricular content. sample curriculum along the lines proposed to submit to 
Annually, MEND sponsors a series of symposia, academic institutions 
with these programs being conducted by federal record science programs. It is suggested t purposes 
medical personnel for representatives of nongov- = be tried in a limited 
ernmental medical education. During 1957-1958, 
two programs were conducted: “Management of 
Mass Casualties” at the Walter Reed Army Institute 
of Research in Washington, D. C., and “Medical 
Aspects of Highway Safetv” at Ann Arbor, Michi- 
gan. The former program attracted 64 participants, 
and the latter, presented by the Public Health 
Service, was attended by 102. Each vear MEND 
also conducts an Orientation Tour for deans and 
coordinators of newly-MEND.-affiliated schools, de- 
signed to introduce them to current problems and 
trends in the federal services. 
Activities at the 45 colleges have included special MOCUNIOR apprecenes proposals so tar 
lectures, conferences, and demonstrations in the bn, of 
following subjects: surgery of trauma, wound bal- Accordingly, & proposes an accelerated in-service training 
listics, war wounds, radiobiology, defense measures program for medical record personnel which will improve the 
to chemical and biological warfare, aviation medi- skill of untrained workers but will in no way produce pro- 
cine, management of mass casualties, civil defense fessional medical record Whrarians. 
responsibilities of the medical profession, infectious As of June 30, 1958, there were 30 approved 
ee schools. Student enrollment increased in 1957 to 
: 161 students in the senior class of degree programs 
8 at the Bureau of Medicine and Surgery, Depart- and in certificate programs, which represents an 
ment of the Navy, Potomac Annex, Washington 11% increase over 1956. There was a training capac- 
25, D. C. ity for 212 students in these programs, but three 
schools had no students enrolled during 1957. Ac- 
AREAS ALLIED TO MEDICINE cordingly, the occupancy rate was 40% for the senior 
a class of 9 degree programs with senior students in 
1957 and 85% in the 19 active certificate programs. 
Since students were separately enrolled in both 
programs offered by one school, students were 
requirements of three years of preparatory colleg- 
iate preparation. In the 21 schools offering certificate 
programs of one years duration, 15 require two 
years of college prior to admission. All but two of 
these 17 schools will also admit graduates from an 
Record Librarian-Director of the School. 
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Schools conducting degree programs usually be- 
gin in June, and the majority of certificate programs 
admit students in September. Tuition ranges from 
$66 to several hundreds of dollars per year, and one 
school requires none. Application for approval by a 
hospital or university should be made to the Coun- 
cil on Medical Education and Hospitals of the 
American Medical Association. 


SCHOOLS FOR MEDICAL RECORD TECHNICIANS 


Schools for medical record technicians are con- 
ducted to train the medical record technician who, 
working under the supervision of a qualified med- 
ical record librarian or a medical record committee, 
performs the technical tasks associated with the 
maintenance and custody of medical records. 

As in the case of schools for medical record 
librarians, the Council has developed educational 
criteria for and evaluates schools in close collabora- 
tion with the American Association of Medical 
Record Librarians. 

The training of medical record technicians should 
be conducted in acceptable general hospitals hav- 
ing a minimum of 4,000 annual admissions. These 
admissions should include an adequate distribution 
of patients in the various clinical services commonly 
found in general hospitals. Candidates for admis- 
sion to an approved school should be proficient in 
typing and preferably also in shorthand. They 
should have completed the requirements for high 
school graduation or should have passed a college 
entrance examination for admission to an accredited 
college or university. The minimum length of train- 
ing is nine months and should include theoretical 
instruction in anatomy, medical terminology, and 
medical records, with additional practical training 
in admitting and discharge procedures, indexing, 
preparation of reports, and other activities asso- 
ciated with the medical record 

There are 11 hospitals approved by the Council 
for training medical record technicians. These 
schools reported a training capacity for 73 students 
with an enrollment of 58 students and 37 graduates 
in 1957. Data for 1956 are 10 schools with a training 
capacity for 69 students, an enrollment of 55 and 
37 graduates. Qualified high school graduates are 


a should apply to the Council on Medical 
Education and Hospitals for approval. Special forms 
will be supplied for this purpose, and, when the 
required information has been received, the pro- 
posed training program will be reviewed in collab- 
oration with the Committee on Education and Reg- 
istration of the American Association of Medical 
Record Librarians. The institutions applying for 
Council approval will, in all instances, receive full 
information and every possible assistance in the 
planning and development of training programs in 
accordance with present standards. There continues 
to be an acute shortage of qualified medical record 
librarians and medical record technicians. Excel- 


rently affiliated with colleges and universities are 
encouraged to consider affiliation or affiliations 
whereby a consecutive educational sequence of 
three years of college and one year of hospital train- 
ing will lead to a baccalaureate degree. While such 
affiliation is not required, it is encouraged on the 
basis of the inherent educational benefits to students 
and faculties and the favorable experience of cur- 
rently affiliated hospital schools. 

As of June 30, 1958, there were 681 
schools, or an increase of almost 4% over 656 
schools approved in 1957. Enrollment increased 6% 
to 3,099 students in 1957 and the number of grad- 
uates was 2,285, which represents a 7% increase 
over 1956. With a student capacity of 5,186, the 
occupancy rate in 1957 was 60%. The increases in 
student enrollment and number of graduates reflect 
the effective recruitment : of the National 
Committee for Careers in Medical Technology 
sponsored by the College of American Pathologists, 
American Society of Clinical Pathologists, and 
American Society of Medical Technologists and the 
concerted recruitment activities of the faculties of 
approved colleges and universities. 

Eighty per cent, or 545 training programs, base 
admission on two years of college; 90 (13%) re- 
quire three years of preclinical college education; 
and 46, or 7%, require a baccalaureate degree for 

The number of hospital schools with college or 
university affiliations continues to increase. In 1957, 
a total of 490 hospital schools (72%) had college 
or university aff'iations. Such affiliations as noted 
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lent opportunities exist for graduating students. 
Inquiries on career Opportunities, registration, and 
accreditation of qualified medical record personnel 
should be addressed to the American Association of 
Medical Record Librarians, 510 N. Dearborn St., 
Chicago 10. 

SCHOOLS FOR MEDICAL TECHNOLOGISTS 
In its continuing efforts to assist hospitals in the 
ee development of training programs for medical 
technologists, the Council cooperates closely with 
the American Society of Clinical Pathologists, the 
Board of Schools of Medical Technology, the Board 
of Registry of the Society, and the American So- 
ciety of Medical Technologists. The board of 
schools was established by the society in 1949 to 
serve as the major advisory body to the Council in 
all matters relating to standards and the evaluation 
of educational programs. Revisions of the standards 
occurred in 1941, 1943, 1947, 1949, 1953, and June, 
1958. The significant revision is that, effective Jan. 
1, 1962, entrance requirements will be increased 
from two to three years of pretechnical collegiate 
education. No major change has been made in the 
12 months’ technical curriculum in the hospital. It 
is expected that the third year of college will pro- 
vide emphasis on general education vet also afford, 
in appropriate balance, selected courses to broaden 
the students’ science background. Schools not cur- Vv 


lege is strongly 


from 12% to 36 months in length. Tuition is re- 
quired by 158 (23%) and a minimal breakage fee 
by 67, or less than 10%, of the schools. Students 
receive a stipend in 370 (54%). All states, the 
District of Columbia, the Canal Zone, Hawaii, and 
Puerto Rico have approved schools. Interested high 
school students should apply to accredited colleges 
and universities of their choice; those students in 
college or with collegiate backgrounds should ap- 
ply to the pathologist-director of the laboratory 
school of their choice. Lists of approved schools of 
medical technology, which indicate those schools 

Application for approval of a school for the train- 
ing of medical technologists should be made to the 
Council on Medical Education and Hospitals of the 


for periodic revisions of standards and on initial 
and continued approvals of curricula are submitted 
to the Council by two advisory groups, the Advisory 
Committee on Occupational Therapy Education of 
the Council on Medical Education and Hospitals 
and the Council on Education of the American 
Occupational Therapy Association. The recently 
appointed advisory committee consists of nine 
physician members nominated by national organi- 
zations in the fields of chest diseases, general sur- 


gery, internal medicine, neurology, orthopedic 


Therapy Association, and its Director of tion 
serves as a consultant. Surveys of are con- 
ducted by joint physician-therapist teams and sub- 


mitted to the advisory groups which formulate 
recommendations for final action by the Council. 


Taste 57.— 
Statistics for Total Degree Enrollment 
es for the Academic Years 1956-1958. 
Total Student 
Year ‘nroliment Graduates 
483 a 
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above are strongly encouraged since they stimulate surgery, pediatrics, physical medicine and reha- 
the development of well-organized training pro- bilitation, psychiatry, and medical education. In 
grams suitably integrated with the college curricu- addition, there are three occupational therapist 
lum and also serve as a continuing source of members nominated by the American tional 
students. If properly integrated, a degree is avail- 
able upon completion of three vears of college 
education followed by one year of hospital training 
in 452 (66%) of the 681 approved schools. Active 
liaison between the hospital and the affiliated col- 
Ee recommended through regularly Conferences and basic studies are being carried out 
scheduled meetings of an advisory or coordinating by the American Occupational Therapy Association, 
committee comprised of representatives from each of 
faculty. t vance educational opportunities in ’ 
The minimum duration of the hospital course As of June 30, 1958, there were 29 approved 
acceptable for approval is 12 months. Ninety per schools, 1 of which was on a stand-by basis during 
cent, or 616 schools, offer a course of 12 months’ 1957. Statistics for total degree and certificate stu- 
duration. The remaining 10% of the programs vary dent enrollment and graduates for the academic 
years 1956, and 1957 and 1958 based upon data 
submitted to the American Occupational Therapy 
Association are shown in table 57. 

Training for an occupational therapist includes a 
good general collegiate education coordinated with 
theoretical and technical instruction in occupational 
therapy and supervised clinical practice in hospi- 
tals. Certificate and/or degree recognition are 

: available, and those so recognized have equal pro- 

comple byt deco fhe request: of fur yar dations 
ing this approval. Inqu — regarding the registra- high school students and transfer students. Certifi- 
tion of qualified medical technologists should be cate programs are predominantly 18 months in 
> of duration and accept students with a baccalaureate 
St. degree. However, since universities have individual 
44, Muncie, Ind. policies on transfer students, interested under- 
SCHOOLS FOR OCCUPATIONAL THERAPISTS graduates are encouraged to contact schools of their 
choice early in their collegiate careers to determine 
Therapy Association, the Council has developed degree programs in a given school. Tuition in all 
standards for the education of occupational thera- teaching centers closely parallels college fees. Most 
pists. These were initially adopted by the House of of 

Delegates in 1935, and subsequent revisions have 
been approved in 1938 and 1949. Recommendations 
made to the Council on Medical Education and 
Hospitals of the American Medical Association. 
Forms will be supplied for this purpose on request. 
They should be completed by the administrator of 
the institution requesting approval. Inquiries re- 
garding career opportunities in the field of occupa- 
tional therapy and the registration of qualified 
therapists should be addressed to the American 
Occupational Therapy Association, 250 W. 57th 

St, New York 19 


SCHOOLS FOR PHYSICAL THERAPISTS 


On the request of the American Physical Therapy 
Association, the Council standards that 
were adopted by the House of Delegates in 1936. 
The Council, in cooperation with its advisory 
groups, the Council on Physical Medicine and 
Rehabilitation of the American Medical Association 
and the American Physical Therapy Association, has 
periodically submitted revised standards to the 
House of Delegates, which were adopted in 1943, 
1949, and 1955. In 1955, the Council on Physical 
Medicine and Rehabilitation became the Council 
Medical Physics, with which there continues 
close liaison on matters pertaining to physical 
therapy but which no longer functions in an ad- 
visory capacity on physical therapy education. 
Applications of new schools are reviewed in col- 
laboration with two groups, the Advisory Com- 
mittee on Physical Therapy Education of the 
Council on Medical Education and Hospitals and 
the American Physical Therapy Association. The 
Advisory Committee on Physical Therapy Educa- 
tion consists of nine physician members who are 
nominated by national organizations representing 


Physical Therapy Association Statistics 
for Degree and Certificate Enrollment for the 


Years 1956-1957 
Senior ree) 
and (ert 
Student« trrachiates 
Reporting Total 
Vear and ( No. Ne No. 
194 Senior 
Certifieate ............... 
Certifieste 


the fields of physical medicine and rehabilitation, 

surgery, psychiatry and neurology, in- 
ternal medicine, pediatrics, general surgery, and 
medical education. In addition, there are three 
members who are physical therapists, two nomi- 
nated by the American Physical Therapy Associa- 
tion and one nominated by the American Registry of 
Physical Therapists. The senior educational con- 
sultant of the American Physical Therapy Asso- 
ciation attends meetings as a consultant. Surveys of 
new and existing schools are conducted by joint 
physician-therapist teams and recommendatory ac- 
tion submitted by the advisory groups to the Coun- 
cil for action. Active liaison which the medical di- 
rectors, therapist educational administrators, and 
other members of the teaching faculties in approved 
schools is being implemented through more fre- 
quent periodic surveys. 

As of June 30, 1958, there were 37 approved 
schools. On the basis of data reported to the Ameri- 
can Physical Therapy Association, fall enrollment 
statistics for the senior class of degree programs 
and for the certificate programs and the number of 
graduates for 1956 and 1957 are shown in table 58. 
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Certificate and/or degree recognitions in physical 
therapy are available, and those so recognized have 
equal professional status. Most schools offer both 
degree and certificate programs, and either or both 
recognitions are available, depending upon a stu- 
dent's preparatory collegiate education. Certificate 
programs are usually 12 months in duration. The 
courses are open to students with two or three 
vears of college or those who have graduated from 
a nationally accredited school of professional nurs- 
ing of at least three years’ duration. The majority of 
degree programs are four years in length and 
admit qualified high school graduates and transfer 
students. Interested 1 1ates are encouraged 
to contact the school of their choice early since 
admission and transfer requirements vary. Tuition 
varies in accord with university fees and the ma- 
jority of courses begin in September and February. 
Lists of approved schools are available from the 
Council. 

Application for approval should be made to the 
Council on Medical Education and Hospitals of 
the American Medical Association. Forms will be 
supplied for this purpose on request. They should 
be completed by the administrator of the institu- 
tion requesting this approval. Inquiries regarding 
voluntary registration of qualified therapists should 
be addressed to the American Registry of Physical 
Therapists, 30 N. Michigan Ave., Chicago 2. In- 
formation on requirements for state registration or 
licensure is available from the Board of Examiners 
of the states concerned. Inquiries regarding careers 
in the field of physical therapy should be addressed 
to the American Physical Therapy Association, 1790 
Broadway, New York 19. 


SCHOOLS FOR X-RAY TECHNICIANS 

The Council has been ably assisted by the 
American College of Radiology, the American Reg- 
istry of X-ray Technicians, and the American So- 
ciety of X-ray Technicians in revising criteria for 
training and evaluating educational programs in 
x-ray technology. These advisory groups partici- 
pated in the most recent revision of the standards 
adopted by the House of Delegates in December, 
1955. Particularly encouraged is progressive train- 
ing in radiation therapy to afford students at least 
one month's practical experience intramurally or 
through affiliation. 

Schools making application for approval are sur- 
veyed by state and regional councilors appointed by 
the American College of Radiology. Radiologists 
appointed by the College also periodically resurvey 
approved schools, and these radiolegists are cur- 
rently revisiting approved schools. Their tremendous 
and voluntary contribution of time and experience 
are a major asset in the program. All data are 
evaluated by the Committee on Technician Affairs 
of the American College of and recom- 
mendations submitted to the Council for final 
action. 
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As of June 30, 1958, there were 557 schools 
proved by the Council for training x-ray tech. 
nicians, which ts an increase of almost 8% 
over the 517 approved in 1957. Enrollment for 1957 
increased 901 or 28%, to a total of 4,113 students. 
The training capacity increased 22% in 1957 over 
1956 to a total of 4,848. The number of graduates 
increased 7% to a total of 2,109 in 1957. 

The minimum admission requirement is high 
school graduation. A total of 539 schools (97%) 
admit students directly out of high school, 13 
schools (2%) require one year of college, 4 schools 
(1%) require two years of college, and one school 
accepts only registered nurses. 

The length of training in 335 (60%) is 24 months, 
12 months in 129, (24%), 18 months in 59 (10%) 
and varies from 13, 14, 15, 36, and 48 months in 5%. 
Five schools offer two courses of 12 or 24 months 
duration. Tuition is required by 193 (35%) and 73 

y students a stipend. Collegiate affiliations have 
established by 181 (35%) of approved schools. 
Students should apply directly to the radiologist- 
director of an approved school. Lists of approved 
schools are available from the Council on request. 

Applications for approval of schools of x-ray 
technology should be submitted to the Council on 
Medical Education and Hospitals of the American 
Medical Association, 535 N. Dearborn St., Chicago 
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inseparable threefold facets which constitute the 
mission of a medical school. It is only through 


tion and by actual care of patients that medicine 
can be passed on to succeeding Re- 
search, which is the background of progress in med- 
icine, turns to the medical school for its investiga- 
tors and to patients for its problems, with the future 
continuing su physicians and the potentialities 
of new discovery. “The purpose of a medical school 
can only be achieved by endeavor in all three 
directions—medical education, research, and com- 
munity care—and they must be carried on simulta- 
neously, for they are wholly dependent upon each 
other, not only for inspiration but for their very 
means of success.” 
Every school has the duty and obligation to strive 


: 
2. 
gs 


medical education, 


schools in the United States. The report for last 
year indicated a total of 331 such vacancies for 
1956-1957, an increase from 258 in 1954-1955 and 
from 251 in 1955-1956. Tables 16 and 17 in the text 
of this report present a 1 analysis of 
both new and old budgeted unfilled full-time fac- 
ulty positions, which total 619 for 1957-1958. This 
increase of approximately 90% of such vacancies 
in the interval of a single year presents a problem 
of major concern to medical education. Its magni- 
the trend is reversed, has developed 
to the point where it may jeopardize certain aspects 
of medical education, research, and care in the 
period that lies ahead. 
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ee If this guardianship is to be fully effective it is 
essential that those responsible for the conduct of 
modern medical schools recognize the continuing 
the role of the medical schools achieve maximum 
potential it is vitally important that the medical 
profession recognize and support the efforts of the 
schools to meet the challenges presented to them by 
these threefold areas of responsibility. 
rapid strides in medical knowledge that the very 
as S. om, nature of medical practice and many phases of 
EDWARD &. PINCKNEY, M.D. medical education have been altered. At the present 
time there is every reason to believe that the next 
two generations will witness even greater advances 
in knowledge and continuing dramatic changes in 
medical practice. Medical education will face chal- 
lenges to test the ingenuity and imagination of its 
most outstanding leaders. Many diseases common 
three decades ago are rarely observed today, while 
others present increasingly frequent and provoca- 
ss tive problems. Along with the changing panorama 
involved in prevention, diagnosis, and therapy there 
THE PURPOSE OF A MEDICAL SCHOOL are also the tremendous challenges presented by 
changing social and economic characteristics and 
N THEIR introductory statement Sheehan trends which hold significant implications for medi- 
and Taylor ' indicated that the training of cal care and medical education. It is of great impor- 
the physician, the search for new know!- tance that these problems and challenges be as 1 
edge, and the care of the sick are the clearly defined as the changing scene permits and Vv. 
that they be objectively studied in proper perspec- 
ee tive. Their solution should be continuously sought 
long training in the scientific methods of investiga- through the mutual efforts of all individuals and 
organizations concerned with EE 
research, and care. One of the major purposes of a 
medical school should be to endeavor to inculcate 
in its faculty and in the students who represent the 
physicians of the future an acceptance of the con- 
stancy of change and the challenge for constructive 
adventure which it affords if medical education, and 
medical care as well as research are to ehhectvely 
meet the needs of the changing scene. 
THE FULL-TIME FACULTY DEFICIT 
During the past several years the annual report 
on Medical Education in the United States and 
Canada has included an analysis of the budgeted, 
es unfilled full-time faculty positions in medical 
question but that the quality of medical education 
and research determine the standard of medical 
care which the nation is to enjoy. It is also true that 
medical care will be only as good as the men and 
women who are responsible for it. Thus, in the over- 
all chain of responsibility leading to the objective of 
preparing medical students, interns, residents, and 
graduate physicians to render the best possible 
medical care, the medical schools play key roles as 
guardians of the health of the community. 
1. Sheehan, D.. and Taylor, H. C.. Jv.: Introduction to Mission of 
School, ed. 2, revived, New York, New York University Pres. 
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Although some of the increase in budgeted, un- 
filled full-time faculty positions represents addi- 
tional needs presented by newly codietea institu- 
tions, this circumstance accounts for a relatively 
small number of the vacancies reported. In 1957- 
1958 all newly budgeted unfilled full-time positions 
totaled 196, of which 71 were in the basic medical 
sciences and 125 in the clinical areas. This repre- 
sented a total increase of 48 over the 148 reported 
in 1956-1957 when there were 55 such vacanciés 
in the basic medical sciences and 93 in the clinical 
departments. The major, and most alarming, aspect 
of the current report for 1957-1958 lies in the num- 
ber of old (not newly created) budgeted, unfilled 
full-time faculty positions. In the basic medical 
sciences the number had increased to 168 for 1957- 
1958 as compared to 89 in 1956-1957. In the clinical 

there were 255 such unfilled positions 
in 1957-1958 compared to 94 in 1956-1957. 

Those concerned with medical education are con- 
fronted with a challenge necessitating serious analy- 
sis, together with the development of the means 
of resolving this problem in the future. There is 
general indication of the need for increasing facili- 
ties for medical education which will reflect itself 
in the need for larger numbers of adequately 
qualified full-time faculty personnel in both basic 
medical science and clinical areas. Thus, medical 
education finds itself on the horns of a dilemma 
with the medical schools now in operation unable 
to fill the existing full-time faculty positions while 
at the same time advocating the development of 
new schools which will necessitate many additional 
full-time faculty personnel. 

What has been responsible for this problem? 
Why are so many budgeted full-time faculty posi- 
tions unfilled? What can be done to reverse the 
trend of the past few years and eventually to re- 
solve the personnel problem it has created? These 
and many associated questions merit careful study 
and require definitive action. There are more peo- 
ple engaged in medical research today than ever 
before but the competition for qualified personnel 
in this area constantly increases. The tremendous 
expansion of research programs in such organiza- 
tions as the Public Health Service ( National Insti- 
tutes of Health), the pharmaceutical industry, and 
other organizations have presented competitive 
opportunities for personnel in basic sciences. Eco- 
nomic competition in the form of laboratory activi- 
ties or private practice undoubtedly continues to 
play a significant role. With due regard to these 
and other factors, the fact remains that the problem 
of obtaining and maintaining adequate full-time 
faculty personnel for those disciplines where such 
personnel are essential to the teaching and research 
activities of modern medical schools represents a 
constant and increasingly difficult challenge. Fail- 
ure to meet it may seriously interfere with the 
ability of medical education to maintain and ad- 
vance its standards as well as prevent the success- 


BALANCES TO BE CONSIDERED IN INTER- 


OF MEDICAL STUDENTS 


In all fields of higher education, the quality of the 
ts and the educational program are of 


United States — make it difficult for any but 


lly competing with United States 
students and, because of restrictions of admissions 
policies, most often he has competed with the more 
able United States students. Thus, the relatively 
few foreign students in United States medical 
schools in general represent a rather high quality of 
scholastic achievement and potential. Their aca- 
demic achievement can usually be judged against a 
familiar yardstick since they commonly have had at 
least a part of their college preparatory studies in 
the United States. 

Since World War II, in comparison with foreign 
students enrolled in United States medical schools, 
there has been an increasingly large number of 
United States students studving medicine abroad. 
In the years immediately after the war, the numbers 
of United States students seeking careers in medi- 
cine exceeded the available positions in our schools. 
During this period, there undoubtedly were many 
students who, although qualified for medical study 
by our usual standards, could satisfy their career 
plans only by gaining admission to medical schools 
in other countries. In the past six years, on a na- 
tional basis, the number of qualified students desir- 
ing places in our medical schools has not been ex- 
cessive to the number of places available. 

In the face of this relative equilibrium between 
United States medical school positions and students 
interested in and competent for medical study, 
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ful expansion and development of needed new 
facilities. The challenge is one that cannot be ig- 
nored. 

NATIONAL EDUCATIONAL EXCHANGE 
In its presentation of the section of the annual 
report on medical education dealing with Interna- 
tional Educational Exchange in Medicine, the Coun- 
cil on Medical Education and Hospitals has pub- 
lished two tables (47 and 49) which are worthy of 
careful thought. The data in these tables indicate 
that for every foreign student receiving his basic 
medical education in the United States, there are 
seven United States students undertaking medical 
significance in determining the level of educational 
objectives that can be achieved. Because of the close 
relationship between the product of medical educa- 
tion, the physician, and the health and welfare of 
the public, there must be a peculiar concern with 
these qualitative factors in medicine. 
, Admissions policies of medical schools in the 
to be = The foreign student who gains a 
position in a United States medical school wins that 


undertaking 
Undoubtedly, a portion 


they have not been considered fully qualified for 
admission to medical schools in this country. Of the 
many inquiries received by the Council on Medical 
Education and Hospitals from students contemplat- 
ing medical study outside the United States and 
Canada, it has commonly been evident that the in- 
quirer has made earlier, unsuccessful attempts to 
enter medical schools in this country. 

The stakes in the international exchange of stu- 
dents, when considered in their broadest implica- 
tions, are of imposing significance. Medical ex- 
change involves not only these broad political and 
cultural considerations but also the narrower, yet 
very important, consideration of the immediate and 
future impact of the exchange on health care. At 
the medical student level, there may be reason for 
concern that our side of the balance as the sending 
nation is maintained more by weight 
than the receiving side of the balance, which ap- 
pears to be weighted more by qualitative factors. 


FUNNEL CHEST 


References to funnel chest in the literature are 
increasing because of a change in attitude toward 


prone to chronic bronchitis and 
bronchiectasis. If not corrected the deformity slow- 

throughout childhood, and the heart 
becomes displaced to the left. Functional murmurs 


Lj 


i 


tion is corrected the better, the youngest patient in 
to wait until the child is between 3 5 years 
of age 


5. (a) Ravitch, M. M.;: Operative Treatment of Excavatum, 
Ann, Surg. 120: 429-444 (April) 1949; (b) Pectus Excavatum and 
Heart Failure, Surgery 30: 178-194 (July) 1951. 


Thoracic Surg. 35:719-725 (June) 1958. 
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there continues to be a growing number of Ameri- and cardiac arrhythmia are commonly observed 
basic medical study abroad. and the electrocardiogram shows right axis devia- 
a of these students are pri- tion.” Although pulmonary function is not severely 
marily motivated by a desire to join preparation in 
medicine with the opportunity for cultural enrich- 
ment afforded by foreign study. On the other hand. 
it seems likely that manv of the American students 
enrolling in foreign medical schools do so because 
Sutherland found that preoperative physiother- 
apy and postural corrective measures were of little 
or no value. He stated that in children 3 to 5 years 
of age if the deformity is not too severe it is neces- 
sary only to divide the xiphoid and the strong 
retrosternal ligaments from the sternum. In older 
children a wedge-shaped osteotomy is performed 
at the point of sternal angulation sufficient to pro- 
duce a slight overcorrection. The periosteum is 
sutured and with healing the overcorrection dis- 
appears. Ravitch stated that no external traction is 
needed in children. He resected from three to five 
costal cartilages bilaterally. Holmes “ did not resect 1 
the costal cartilages but restored their normal Vv. 
shape by means of wedge osteotomies at the costo- 
ee chondral junctions and used a Steinmann pin to 
maintain external traction. In his series Daniel * 
gave it up as wholly unnecessary. Although either 
indications for operative treatment and some con- a transverse or a midline incision may be used 
troversy regarding the best type of operation. This Baronofsky * stated that a transverse incision under 
apparently hereditary anomaly results from a failure the breasts gives the most inconspicuous scar and 
of normal development of the anterior portion of has Jess of a tendency to keloid formation than a 
the diaphragm. Earlier writers considered attempt- longitudinal scar. 
ing surgical correction only in patients who showed Sutherland encouraged deep breathing exercises 
evidence of cardiorespiratory embarrassment, but as soon as the child came out of anesthesia and this 
with modern advances in chest surgery the indica- = was continued twice daily. He stated that the chest 
tions have been greatly liberalized. Although im- wall was firm in two weeks, after which postural 
provement of the appearance of the chest med not exercises should be given for a prolonged period. 
be very Suporte & itself, Sutherland called In addition to improvement in posture and mental 
attention to the bad psychic effects in a child of outlook these children show a marked increase in 
having a deformity that is all too obvious in a exercise tolerance. Their dyspnea and cardiac 
gymnasium or natatorium. These children become arrhythmia disappears. These results more than 
shy, withdrawn, and depressed. The rapid improve- justify the operation 
ment in personality after surgical correction is ; 
itself a sufficient justification of the procedure. 1. Sutherland, I. D.: Funnel Chest, J. Bone & Joint Surg. 4@:244- 
“ae 251 (May) 1958. 

In addition to psychic symptoms funnel chest is 2. Vogl, A. and Elsbach, P.: Cardiac Displacement in Pectus 
associated with such postural disorders as an upper Excavatum, Ann. Int. Med. 47: 145-152, July, 1957. 
ward displacement of the neck and shoulders. In 
severe cases the patient cannot cough effectively yah 

Treatment of Funnel Chest, Arch, Dis. Childhood 32:5-8 (Feb. ) 

6. Baronofsky, I. D.: Technique for Correction of Pectus Excavatum, 
Surgery (Nov.) 1957. 
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University Medical School. I 
of the 


5 


services. 
Recognizing this problem, Congress stated in pub- 
lic law 569 that “the purpose of this Act is to create 
and maintain high morale throughout the uniformed 
services by providing an improved and uniform 
program of medical care for members of the uni- 


half of the 


hearings, 43.6% of this group resided too 
from a military facility; 14.9% required a type 
care not available at the military facility; for 12.8% 
the military facility was inadequate or over- 


mittee that of the dependents receiving care in 
civilian facilities, 41.4% were maternity cases, 9.5% 
gynecological conditions, and 22.2% involved ton- 


element of cost and frequency of utilization of both 
military and civilian facilities. 
On the question of comparative costs of medical 
care for dependents in uniformed services and ci- 
vilian facilities, it has been claimed in the House 
that medical costs in the civilian program are far 


care 
total overall costs of maternity and surgical care. 
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STATEMENT REGARDING H. R. 12738, 85TH formed services and their dependents.” This com- 
CONGRESS, APPROPRIATION FOR MILITARY of 
COMMITTEE ON APPROPRIATIONS purpose, and the Medicare program has brought 
about a definite improvement in the morale of all 
I am Dr. Hugh H. uniformed personnel, particularly those who are 
Dean of married. 
am appearing here todill With some exception the American Medical As- 
of Trustees of the American Medical Association sociation has been pleased, in general, with the 
to discuss the medical care program for the de- way the Medicare program has progressed since it 
pendents of members of the uniformed services. began. We believe the program has been successful, 
Since the inception of the program, I have been a in large measure, because representatives of the 
member of the’ Department of Defense Depend- armed forces and the medical profession have co- 
ents’ Medical Care Advisory Committee. operated closely and because dependents of service 
As passed by the House of Representatives, personnel have been permitted to choose freely be- 
Section 633 of H. R. 12738, 85th Congress, the De- tween military and civilian sources of medical care. 
partment of Defense appropriation bill contains a The total number of dependents cared for in 
ceiling on expenditures which we feel could de- both military and civilian programs showed an 
| stroy the Medicare program. It appears from the overall increase of 39% since the civilian program 
printed Hearings of the House Appropriations Com- was enacted in 1956. 
mittee that the inclusion of this section was recom- In the first 18 months of the program, less than 
mended in an effort to force the Defense Depart- EEE dependents were cared for in civilian 
8 ment to care for more dependents in military med- facilities by private physicians. As reported in the 
ical facilities where, the committee stated, the cost 
would be considerably less than in civilian facilities. 
Later in this testimony, we shall point out that it 
has not been established that military dependent 
medical care can be provided more reasonably crowded; 5% required emergency care; the re- 
than civilian care. maining preferred civilian facilities for diverse 
Officers in charge of Medicare have concluded reasons, including those for whom civilian phy- 
that administering the program under the present sicians or hospitals were more convenient. 
language of the appropriations bill would be ex- The Department of Defense reported in the 
tremely difficult, if not impossible. In any event, hearings before the House Appropriations Com- 
now offered to the thousands of dependents who 
live too far away from military bases to be cared sillectomies. The tonsillectomies performed in- 
for in military facilities. cluded a very large backlog which existed when the 
As developed in the hearings, before public law program was first enacted. 
569, 84th Congress, was enacted, 40% of dependents This same report showed that maternity and 
were not receiving any form of medical care pro- gynecological cases, according to several analyses 
vided by the government through the military pro- of the Medicare program, constituted the major 
gram. Under the old program, therefore, there was 
a great disparity in the medical services being ob- 
tained by dependents of the members of the various 
uniformed services—indeed, even among depend- 
ents of members of the same service. 
It was pointed out by representatives of the De- 
partment of Defense that this disparity in benefits 
contributed to the expensive and rapid turnover greater than in the military. We know of no valid 
studies that have been made by the Department of 
Defense which accurately compare these costs. To 
our knowledge, the _ has no cost ac- 
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This committee's attention should be called to 
the fact that outpatient care is not authorized on 
the civilian side of the program except for emer- 
gencies and obstetrics, although outpatient care is 
authorized in military facilities. Hence the doctors’ 
fees for surgery and deliveries, including preopera- 
tive and postoperative care, and all outpatient care 
for obstetrics are against the per diem 
cost for a few days in civilian hospitals. For exam- 
ple, a physician's delivery fee would be prorated 
or $31 a day for 
physician's services alone; whereas, he may have 
cared for this patient for nine months and will fol- 
low up the case later in his office—all for one fee. 

Obviously, when the Air Force states that it can 
provide care for additional on the basis 
of $10 per day, and the Navy for $16, which we 


the Bureau of the Budget, in reference to the cost 
of medical care in military facilities, stated in a 
letter of June 11, 1957: 


“The military hospital costs include 


only direct costs, omitting many items of expense 
which, for budget and management purposes, need 
not be included in a Federal cost ng system 
The rate of $27.50 per day established by the Bu- 
reau of the Budget for the purpose of reimburse- 
ment between appropriations when dependents of 
one service are provided care in another service's 
hospitals does not reflect the true hospitalization 


cost: depreciation of buildings and fixed equip- 
ment; outpatient care incidental to hospitalization; 
maintenance of a centralized t and 
depot system; maintenance of training facilities 


computation of total cost of patient care.” 

The Budget Bureau letter went on to say: 

“There should also be included the costs of fringe 
benefits provided personnel. Such benefits for mili- 
tary personnel include free life insurance, 
care for the serviceman and his ts, non- 
contributory retirement, as well as a number of 
minor benefits which are not susceptible to cost 
analysis. The Government also contributes toward 
the retirement and life insurance of its civilian 
personnel. While we have included certain of the 
fringe benefits in our computations, you can ap- 
preciate our concern that their costs not be re- 
garded as definitive. 


J.A.M.A., Nov. 15, 1958 


“Working with limited information and conced- 
ing that cost analyses of these expenses are not 
maintained, we have estimated that the above com- 
ponents of hospital expense contribute the follow- 
ing approximate amounts to the cost per patient 


. $1.25; outpatient care, 
$3.00, 0.45; education and train- 
ing, 0.85; headquarters overhead, 0.20, liability and 
property insurance, 0.20, fringe benefits—life insur- 
ance, medical and dental care, and retirement— 
1.70, 0.45, and 0.50, respectively; total, $8.60. If 
these costs were added to the $27.50 uniformed 
service reimbursement rate, the total expense would 
approximate $36. 

At the meeting on May 9, 1958 of the Depend- 
ents’ Medicare Advisory Committee to the Secre- 
tary of Defense, a representative of the Bureau of 
the Budget reported that a survey was being com- 
pleted which would bring up to date the figures 
furnished last year. Since May, there has also been 
an additional cost factor to consider, based on the 
military and the civilian pay raises recently en- 
acted which will affect the estimates for these costs 
for fiscal year 1959. These studies by the Bureau 
of the Budget have now been completed and in- 
dicate that the per diem cost for a dependent pa- 
tient in military facilities will approximate $44. A 
copy of the Bureau of the Budget’s letter of June 
27, 1958 is attached for the committee's informa- 
tion. | will appreciate your making it a part of the 
record 


Whether or not the cost is higher in a civilian 
facility, and we do not feel that it is, the program 
nevertheless has done what the purely military 
medical program could not do—it has cared for 
those dependents not residing near a military in- 
stallation, others not residing with their sponsors, 
and those residing where adequate military facili- 
ties are not available. 

It has always been our belief that any Depend- 
ents’ Medical Care Program in the armed services 
should allow the dependent a free choice of phy- 
sician and hospital and should not be the basis for 
an expansion of military medical facilities. We have 
opposed such expansion of military medical fa- 
cilities and military medical care activities because 
of the resulting necessity for the drafting of addi- 
tional physicians under admittedly discriminatory 
legislation. In our opinion, if the present restrictions 
are retained in Section 633, both of these objectives 
would be defeated. 

We feel that if the Congress sees fit to continue 
to provide, or to expand, medical care for the de- 
pendents of members of the armed forces, the 
services of civilian physicians and hospitals should 
be used wherever possible, to be paid for at pre- 
vailing rates, with provision for free choice of phy- 
sicians. In our opinion, this is a sound, fair and 
workable position. It is one which has been tested 
and one which will benefit the service personnel 


— day of providing care for dependents in military 
must interpret to mean chiefly for obstetrics and 
surgery, they are not including outpatient prenatal 
and postnatal and preoperative and postoperative 
costs in arriving at these cost figures. Indeed, last 
vear, as a result of similar claims made by the mili- 
tary services before the Appropriations Committees, 
1 
sonnel; and management and professional direction 
by headquarters’ staffs. While the Government is in 
effect a self-insurer against property and liability 
damages, such expenses cannot be excluded from a 
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and their dependents, relieve the unnecessary strain 
on the military medical services, and aid in the 


If the restrictions now in the bill are retained, 
there will also be a serious effect on service morale. 
In this connection, it should be remembered that 
the Dependents’ Medical Care Act was instituted 


to attract and keep valuable 
forces by giving 
that make business and industrial 

This program, which is in the nature of a fringe 
benefit, whose purpose is to maintain high morale 
in the uniformed services and to encourage more 
men to enter and remain in a military career, should 
not be reduced or eliminated. We believe, with 
Secretary Brucker and the of Defense, 
that the action in setting a limitation on obliga- 
tions for civilian medical and hospital care for de- 
pendents could cause the eventual destruction of 
the Medicare program. 

It does not seem to us to be in the interests of 
National Defense to destroy one in order 
to save 30 million dollars, while, at the same time, 
provide a military pay raise program costing 600 
million dollars when both programs have the same 
objective. 

We recommend, therefore, that Section 633 be 
House Defense Appropriation 

Mr. Chairman, I thank you and the members of 
the subcommittee for the opportunity of appear- 
ing at this hearing. 


ANNUAL MEETING, ATLANTIC CITY, 
JUNE 8-12, 1959 


The Scientific Program for the Annual Meeting 
of the American Medical Association in Atlantic 
City, June 8-12, 1959, is rapidly taking shape. There 
will be a full week of lectures, panel discussions, 
symposiums, motion pictures, color television, and 
scientific exhibits. 

The lecture program for each section of the 
Scientific Assembly is prepared by the secretary of 
the section. A prospective participant should com- 
municate at an early date with the secretary of the 
section before which he wishes to read a paper. 
The deadline for submission of titles of papers is 
Dec. 15. 

The Scientific Exhibit is arranged by the Council 
on Scientific Assembly in cooperation with the 
Representatives to the Scientific Exhibit from the 
sections. Application blanks for space may be ob- 
tained from the section representatives or from the 
Secretary of the Council on Scientific Assembly. 
The deadline for submission of application is Jan. 
10, 1959, but applicants are urged to send in appli- 
cations as early as possible before that time. 


Application blanks for time on the motion picture 
program are available also and may be obtained 
from the Secretary, Council on Scientific Assembly. 
Films are subject to preview at the discretion of 
the Council. The deadline is Jan. 10, 1959. 

Following are the addresses of the section secre- 
taries and representatives to the Scientific Exhibit 
from the sections: 


Secretary—Vincent J. Collins, M.D., New York U 
Bellevue Medical Center, 550 First Ave , New York 16. 
Exhibit Representative—Edwin L. Rushia, M.D., 
Hospital, Augusta, Ga. 

Dermatology 


Secretary—Edward P. a: M.D., University of Vir- 
ginia Hospital, Charlottesville, V 
St., Evanston, Ill. 
Diseases of the Chest 
Secretary — The Lovelace Foun- 
dation, 4800 Gibson Blvd., . N. Mex. 
Exhibit R. Levine, M.D., 111 N. 
Wabash Ave., Chicago 2. 
Medicine 


Therapeutics 
Secretary—Elliot V. Newman, M.D., Vanderbilt University 
Nashville 5, Tenn. » 
Biology, University of 


Rochester, Minn. i 
Exhibit Willard H. Bernhoft, M.D., 2900 
Main St., alo 14, and George Gordon McHardy, M.D., 


General Practice 
nes. I. Baumgartner, M.D., 25 Alder St., Oakland, 


Exhibit Representative—I. Phillips Frohman, M.D., 2924 
Nichols Ave., S. E., Washington 20, D. C. 


Ten .D., Vanderbilt Uni- 


Exhibit Representative—Walter H. Uni- 
versity Hospitals, 2065 Adelbert Rd., Cleveland 
Military Medicine 


Secretary—Col. Charles H. Bramlitt, M.C., U. S. A. F., 
Directorate of Professional Services, Office of the Surgeon 
General, Washington 25, D. C. 

Exhibit Representative—Capt. Robert V. Schultz, M.C., 
U. S. N., Bureau of Medicine and Surgery, Department of 
the Navy, Washington 25, D. C. 

Nervous and 


Exhibit R ti jamin Boshes, M.D., North- 
western Steck 308 Chicago Ave., 
Chicago 11. 
Obstetrics and Gynecology 

Secretary—Keith P. Russell, M.D., 511 S. Bonnie Brae St., 
Los Angeles 57. 

Exhibit R tative—Frederick H. Falls, M.D., 715 
Lake St., Oak Park, Il. 


Ophthalmology 
Secretary—Harold G. Scheie, M.D., 313 S. 17th St., Phila- 
delphia 3. 


ORGANIZATION SECTION 1383 
orderly development of community medical services 
for all of the people. 
less than two years ago by the Congress primarily peosteedted 
Gastroenterology and Proctology 
Internal Medicine 
Secretary—Rudolph H. Kam 
versity School of Medicine, Nash 
Exhibit Representative—Henry T 
539th St., Chicago 37. 
Laryngology, Otology, and Rhinology 
Secretary—Walter E. Heck, M.D., Stanford University 
Hospital, San Francisco 15. 
Secretary—A. L. Sahs, M.D., University Hospitals, lowa 
City. 


Exhibit Representative—Frank W. Newell, M.D. 950 E. 
59th St., Chicago 37. 


Orthopedic Surgery 

Secretary—Robert J. Joplin, M.D., 1180 Beacon St., Brook- 
line 46, Mass. 

Exhibit Representative—James 1. Kendrick, .D., 2020 E. 
93rd St., Cleveland 6. 
Pathology 


and Physiology 


Weiss Memorial Hovpital, 4646 N. Marine Dr.. Chicago 40. 


Pediatrics 

Secretary—Arild E. Hansen, MD., 812 Mechanic, Galves- 
ton, Texas. 

Exhibit Representative—F. Thomas Mitchell, M.D.. Le- 
Bonheur Children’s Hospital, Memphis 5, Tenn. 
Physical Medicine 

Secretary—Earl C. Elkins, V.D., 200 First St. S. W., 
Rochester, Minn. 

Exhibit Representative—Harold Dinken, MD., 1756 Race 
St., Denver 6. 
Preventive 


Secretary—Frank Princi, University of Cincinnati 
College of Medicine, Cincinnati 19. 
Exhibit Paul A. Davis, M.D., 633 E. Mar- 
ket St., Akron 4, Ohio. 


Radiology 
Secretary—Traian Leucutia, Harper Hospital, De- 
troit 1. 


Surgery, General and Abdominal 


Secretary—Gustaf E. Lindskog, M.D., 333 Cedar St., New 
Haven 11, Conn. 


Exhibit —— ee M.D., 3400 Spruce 
St.. Philadelphia 4. 
Urology 
Secretary—Edward H. Ray, M.D. 203 W. Second St., 
Lexington, Ky. 
ative—E. F. Poutasse, Cleveland 
6. 


NOMINATIONS FOR GENERAL 
PRACTITIONER AWARD 


Nominations for the General Practitioner of the 
Year award should be submitted to the American 
Medical Association headquarters as soon as pos- 
sible. The award winner is chosen from nominations 
made by the constituent societies. Final selection is 
made by a committee appointed by the Chairman 
of the Board - Trustees. The winner will be an- 
nounced Dec. 2 at the opening session of the House 
of Delegates at the Minneapolis Clinical Session. 


| COUNCIL ON MEDICAL SERVICE 


COMMITTEE ON MATERNAL 
AND CHILD CARE 


Conference on Perinatal Mortality and Morbidity 
Study Programs.—On July 26 and 27, the Committee 
on Maternal and Child Care of the Council on 
Medical Service sponsored a conference to develop 
recommendations for a basic flexible program that 
may be used by state and county medical societies, 
state and local health departments, and individual 
hospitals in their efforts to reduce deaths and mor- 
bidity resulting from conditions of the perinatal 
period. Participating in the conference were repre- 
sentatives of the College of American Pathologists. 
the American College of Obstetricians and Gyne- 
cologists, the American Association for Maternal 
and Infant Health, the Children’s Bureau, the Asso- 
ciation of State Maternal and Child Health and 
Crippled Children Directors, the American Acad- 
emy of General Practice, the American Academy 
of Pediatrics, the National Institute of Neurological 
Disease and Blindness and the Human Embryology 
and Development Study Section of the National 
Institutes of Health, the American Hospital Asso- 
ciation, the American Society of Anesthesiologists, 
and the American Public Health Association. 

The immediate objective of the conference was 
to develop a set of guides for perinatal study com- 
mittees similar to those developed last year for 
maternal death study committees. Since i 
study committees now exist in individual hospitals, 


on a city-county-wide basis, and on a statewide 
basis, one of the early tasks of the conference was 
to make certain that the guides would be suitable to 
the needs of all three. Some of the most difficult de- 
cisions to make had to do with terms, definitions, and 
the calculation of rates to be used in study programs 
involving perinatal mortality and morbidity. 

During 1957 and early 1958 the Committee on 
Maternal and Child Care sponsored field studies 
of many statewide, citywide, and individual hospi- 
tal perinatal mortality study programs. It also held 
two regional conferences, one in Philadelphia and 
the other in Chicago. With these as a background, 
and the conference July 26 and 27, the Committee 
hopes to complete its guides late this fall. 


POSITIVE HEALTH PROGRAM 
FOR SENIOR CITIZENS 


Proceedings Available.—Numerous requests have 
been received for copies of papers presented at the 
A. M. A. Planning Conference for Medical Society 
Action in the Field of Aging, held in Chicago, Sept. 
13-14, 1958, as well as the “A. M. A.’s Positive 
Health Program for Senior Citizens.” A full report 
on the Conference, including all addresses, and the 
Positive Health Program will be available about 
Nov. 20, 1958. Physicians desiring copies may send 
their requests to: Council on Medical Service, 
American Medical Association, 535 N. Dearborn, 
Chicago 10. 
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MEDICINE AND THE LAW 


TAX DEDUCTION OF PROFESSIONAL ENTERTAINMENT EXPENSES 


The Central Medical Society of Jackson, Miss., has received the following ruling from the 
District Director of the Internal Revenue Service in Jackson setting forth the most detailed 
statement regarding the deduction of physician's entertainment expenses that has come to the 


Law Department's attention. 


Following is the answer to the questions in your 
letter of June 4, 1958, concerning the deductibility, 
for federal income tax purposes, of doctors’ enter- 
tainment expenses. We have no objections to this 
information being passed along to other physicians. 

1. A physician may deduct on his federal income 
tax return the costs of entertainment, provided he 
can establish to the satisfaction of the Internal 
Revenue Service, by appropriate evidence, that such 
expenses are ordinary and necessary business ex- 
penses and clearly related to the production of 
business income. 

2. The amount of the deduction must be proved 
and its reasonableness determined. Once the 
amount is established, the deduction may be 
claimed when the doctor is able to show that the 
entertainment had a direct relationship to the con- 
duct of his practice and can show the business 
benefit reasonably to be expected from the expendi- 
ture. The general statement that he hoped or ex- 
pected to get referrals or patients as a result of the 
entertainment is not enough. If personal reasons 
predominate, the expenditure may not be deducted, 
even though there is some possibility of a business 
benefit. Except in the case of industrial physicians, 
entertainment of individuals who are not doctors 
will not ordinarily qualify because the possibility of 


benefits to be expected is so remote as to be negli- 
gible. In instances of the entertainment of patients, 
the same general rules apply as in the entertain- 
ment of other doctors, and the clear relationship of 
the expenditure to reasonably expected income must 
be shown. The same rules also apply to civic and 
other club dues. 

Criteria to be used in establishing the deducti- 
bility of entertainment expenses include, but are not 
limited to, the following: 

a. Specific purpose of entertainment. b. Nature 
of the practice of the doctor incurring the expendi- 
ture. c. Period of time the doctor has been in prac- 
tice and the number of patients he already has. d. 
Percentage of his patients received as referrals. 
e. Names of individuals entertained and reason why 
additional income could reasonably be expected 
from each. f. Whether or not referrals were actually 
received from the doctors entertained and any indi- 
cation of the effect of the entertainment on these 
referrals. g. Number of times individual doctors 
were entertained during the year, inasmuch as 
repeated entertainment indicates a personal motive. 
h. Whether or not other doctors in the same type 
practice in the locality have entertainment expenses. 

We trust that the above will be helpful in clarify- 
ing this area of tax law and administration. 


OPINIONS OF JUDICIAL COUNCIL 
The Judicial Council has authorized the publication of the following opinions. 


QUESTION: May I, as a patient's attending physi- 
cian, discuss patient's history, diagnosis, treatment, 
prognosis, etc., with patient's attorney? 


Answer: Yes, with the consent of the patient. The 
Principles of Medical Ethics recognize in Section 10 
that the physician has obligations to society as a 
whole in addition to his obligations to his patient 
as an individual. In many instances, the peculiar 
knowledge and attainments of the physician are in- 
dispensable to patients or others in the administra- 
tion of business and government and in the usual 
conduct of certain daily affairs. When this knowl- 
edge, acquired during the course of the physician- 
patient relationship, is necessary to enable the pa- 
tient to obtain his just due the physician should 


make it available for patient's benefit under proper 
conditions. Discussion with or report to the patient's 
attorney may be proper and necessary in order for 
patient to perfect a claim. The attending physician 
may ethically discuss patient's history, etc. with the 
attorney providing, of course, patient has consented 
to the discussion. 


Question: We have just completed a new “medi- 
cal arts” building to house a group of us who are 
practicing as individuals. We would like to have an 
“open house” for the public. Is this permissible? 


ANSWER: Section 5 of the Principles proscribes the 
solicitation of patients. If the intent for having the 
“open house” is to solicit patients, even indirectly, 


then it would be contrary to the Principles. If, how- 
ever, motivation for holding open house stems from 
civic and natural pride in having made a contribu- 
tion to the community and to medicine then the 
practice may not be objectionable. In the latter in- 
stance, the holding of an open house might have the 
effect of acquainting the citizens of the community 
with some of the improvements developed for bet- 
ter patient care, comfort, and convenience. It might 
tend to convince the public that there is no apathy 
on the part of doctors when it comes to improving 
all facets of medical care. 

Before a physician or a group of physicians hold 
such an open house, however, it is incumbent on 
him or them to discuss the proposal with appropri- 
ate officers of the component medical society. Com- 
munities and customs differ. The local society must 
assess local custom and usage and insure that 
neither the dignity of medicine nor local custom and 
tradition are offended by any particular practice of 
doctors. 


Question: What does the statement in Section 7 
of the Principles mean when it savs drugs, remedies, 
and appliances may be supplied by the physician 
provided it is in the best interest of the patient? 


answer: It is the opinion of the Judicial Council 
that this language was adopted to permit both the 
practicing physician and the local medical societies 
to evaluate the many factual situations incident to 
prescribing and dispensing which are bound to arise 
in the practice of medicine. Under this language the 
doctor is permitted to exercise his own best judg- 
ment when caring for his patients. It is known that 
there will be situations when it is necessary or de- 
sirable for a physician to dispense or supply what 
he has prescribed. The Principles permit this to be 
done. On the other hand, this broad language pro- 
vides a means by which a component medical soci- 
ety can inquire into the facts of a particular prac- 
tice. The profession thus can act to prevent abuse of 
discretion and protect patients from exploitation. In 
essence this language means that a physician in the 
exercise of sound discretion may dispense “in the 
best interest of his patient”; it does not authorize 
him to dispense solely for his convenience or for the 
purpose of supplementing his income. 


Question: Is it ethical to have another doctor per- 
form surgery on my patient without patient's knowl- 
edge and consent? 


answer: No. The in Section 2 state 
that the principal objective of the medical profes- 
sion is to render service to humanity with full re- 
spect for the dignity of man. To have another phy- 
sician operate on one’s patient without that patient's 
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consent, and without his knowledge of the substitu- 

tion, is a fraud and deceit and a violation of a basic 

ethical concept. The patient as a human being is 

entitled to choose his own physician and he should 

be permitted to acquiesce in or refuse to accept the 
bstitution 


su 
A statement, prepared by the Law Department, 
educational 


is reproduced here as being on this 
matter. 

The surgeon's obligation to the him to 
perform wal (1) within the scope of 


contractual relationship, 
and the performance of the operation; and (4) to utilize his 
best skill in performing the operation. 

It should be noted that it is the operating surgeon to whom 
the patient grants his consent to perform the operation. The 
patient is entitled to the services of the particular surgeon 
with whom he contracts. The surgeon in accepting the pa- 


Under the normal and customary ervangement with peivate 
patients, and with reference to the usual form of consent to 
operation, the surgeon is obligated to perform the operation 
himself, and he may use the services of assisting residents or 


standby responsibilities in the case of an emergency. 


QuEsTION: Is it ethical to disclose history, diag- 
nosis, prognosis, etc., during the physician-patient 
relationship concerning my patient to an insurance 
company’s representative? 


answer: Yes, if patient has consented to the dis- 
closure. As recognized in Section 10 of the Princi- 
ples a physician's responsibilities to his patient are 
not limited to the actual practice of medicine. They 
also include the performance of some services an- 
cillary to the practice of medicine. These services 
might include certification that patient was under 
the physician's care and comment on the diagnosis 
and therapy in the particular case. 


tient obligates himself to utilize his personal talents in the 
performance of the operation to the extent required by the 
agreement, creating the physician-patient relation. He can- 
not properly delegate to another the duties which he is re- 
other assisting surgeons to the extent that the operation 1 
reasonably requires the employment of such assistance. If a Vv 
resident or other physician is to perform the operation under ° 
the guidance of the surgeon, it is necessary to make a full 
disclosure of this fact to the patient, and this should be evi- 
denced by an appropriate statement contained in the consent. 
lf the surgeon employed merely assists the resident or 
other physician in performing the operation, it is the resident 
or other physician who becomes the operating surgeon. If 
the patient is not informed as to the identity of the operating 
surgeon, the situation is “ghost surgery.” 
An operating surgeon is construed to be a performing 
surgeon. As such his duties and responsibilities go beyond 
mere direction, supervision, guidance, or minor participation. 
He is not employed merely to supervise the operation. He 
is employed to perform the operation. He can properly uti- 
lize the services of an assistant to assist him in the per- 
formance of the operation. But he is not performing the op- 
eration where his active participation consists of guidance or 
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and Drug Administration. Dr. Day who has been 
with the University of Arkansas School of Medicine 


associate professor to head the ophthalmology di- 
if 


Ellis formerly was assistant professor of ophthal- 
mology at the State University of lowa, lowa City. 
The department has been awarded a $25,000 grant 
from the National Institutes of Health to be used 
toward paying salaries of personnel in the newly- 
created division. 


CALIFORNIA 


Personal.—Jacob Yerushalmy, Ph.D., professor of 
biostatistics, School of Public Health, University of 
California School of Medicine, Berkeley-San Fran- 
cisco, has been appointed to the National Advisory 


sponsored by the U. S. Public Health Service and 
Colorado State Department of Public Health was 
held in Denver, Oct. 15. Representatives from the 
Departments of Public Health of Wyoming, Utah, 


CONNECTICUT 


Personal.—Dr. Wilfred Bloomberg, of the Southern 
Regional Education Board staff, has accepted the 
post of commissioner of mental health for the state 
of Connecticut. He had been serving SREB tem- 
porarily as associate director for mental health. 
——Dr. Seymour L. Lustman, formerly clini- 
cal fellow in the Child Study Center, has been 
appointed associate professor in the department of 
psychiatry at Yale University School of Medicine, 
New Haven.——Dr. Denis Abelson, senior registrar 
and medical tutor at the Postgraduate Medical 
School in London, has been appointed assistant 
professor of preventive medicine at Yale University 
School of Medicine, New Haven. Dr. Abelson pre- 
viously served at Yale as a research fellow in 
physiology. 


DISTRICT OF COLUMBIA 


Dr. Wolf to Head Department at Illinois.—The 
board of trustees of the University of Illinois Col- 
lege of Medicine, Chicago, has approved the ap- 
pointment of Arnold V. Wolf, Ph.D., as head of the 
department of physiology at the College of Medi- 
cine, Chicago, effective Dec. 1. Dr. Wolf, presently 
chief, Renal Branch, Cardiovascular-Pulmonary 
Division, Walter Reed Army Institute of Research, 
will succeed Dr. George E. Wakerlin, who resigned 
to become medical director of the American Heart 
Association. Dr. Wolf for 10 years taught at Albany 
Medical College, New York. He is the author of 
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ARKANSAS cable Disease Center, Atlanta, hospital associations, 
Dr. Paul Day Goes with Food and Drug Adminis- Denver Medical Society, the Veterinary Medical 
tration.—The U. S. Commissioner of Food and School of Colorado State University, nursing asso- 
Drugs, George P. Larrick, has announced the ap- ciations, and many hospitals, participated. The 
pointment of Paul L. Day, Ph.D., head, department forenoon was spent in sizing up the problem and 
of biochemistry and assistant dean, Graduate the afternoon in working committees aimed at what 
School, University of Arkansas School of Medicine, to do to solve this problem. 
for 31 years, is the author of many research papers 
in biochemistry and nutrition, a member of the 
Biochemistry Committee, National Board of Medi- 
cal Examiners, and of numerous scientific societies, 
boards, and committees. He will assume his new 
position with the Food and Drug Administration 
sometime before the first of the vear. 
8 sity of Arkansas Medical Center, Littie Rock. Dr 
Neurological Diseases and Blindness Council for a 
four-year term, the Surgeon General, U. S. Public 
Health Service, has announced. 
COLORADO 
any sCIientinc pu al MSs Dot on 
bg function of the kidney is said to be regarded as a 
: classic. He is a charter member of the American 
Society for Artificial Internal Organs, and a member 
of the American Physiological Society and the 
American Association for the Advancement of 
Montana, Idaho, and Colorado, Denver Department Science. 
of Health and Hospitals, University of Colorado 
Medical Center, state medical societies in the Rocky ILLINOIS 
Mountain Region, personnel from the Communi- Chicago 
7 Alumni Seminar Day.—The University of Illinois 
comma, + Medical Alumni Seminar Day will be held Nov. 22 
and all alumni of the College of Medicine are in- 


Terre Haute, marked his 64th year of practice by 
cancelling all medical indebtedness on his books. 
He has done this several times in the 
time in 1956. 


ical director of the Baltimore and Ohio Railroad 
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MASSACHUSETTS 

Boston University Grants.—The Department of 
Health, Education and Welfare, has made the 
following grants: $30,186 to Dr. Henry J. Bakst, 
Brookline, professor of preventive medicine, Boston 
University School of Medicine, for program expan- 
sion in rehabilitation training in medicine. Brenton 
R. Lutz, Ph.D., Melrose, professor emeritus of 
biology, $22,982 to continue his research on the 
reaction of blood vessels to chronic high blood pres- 
sure. I, Alden Macchi, Ph.D., Newton Upper Falls, 
assistant professor of biology, $9,813 to continue his 
study of adrenal hormones. Walter J. Gensler, 
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vited. Speakers will include Dr. Granville A. Ben- 

nett, dean of the College of Medicine, and Dr. Carl 

A. Hedberg, president of the Medical Alumni Asso- 

ciation. Two panel discussions are planned: “Blood 

Transfusions and Laboratory Aids in Diagnosis of 

Medicine Problems” and “Recent Advances in Sur- 

gery,” which will be followed by question-and- 

answer periods. Seminars will be conducted in the 

afternoon by the departments of medicine, surgery, 

pediatrics, and obstetrics and gynecology. The med- 

ical seminar is co-sponsored by the College of Med- 

icine and the Medical Alumni Association. Dr. 

Louis R. Limarzi, associate professor of medicine, is 

program chairman. Ph.D., Belmont, professor of chemistry, $8,400 to 
investigate the possible use of an extract of tree 

Personal.—Martin C. E. Hanke, Ph.D., associate resin in the treatment of cancer. 

professor of biochemistry at the University of Chi- 

cago, has been appointed director of the Clinical Personal.—Dr. Harry Blotner, Boston, has been ap- 

Chemistry Laboratory at the university's medical pointed visiting research professor of science at 

and biological research center.——Dr. Otto C. Nasson College, Springvale, Maine. 

Koluvek and Dr. Samuel C. Udell have been elected 

to the Board of Trustees of the Chicago Medical MICHIGAN 

School. Both men are alumni of the School. “Visiting Chief Day” at Sinai Hospital.—At Sinai 
Hospital of Detroit on Nov. 5, the visiting Chief 

INDIANA was Dr. Edward B. Solomons, professor of obstetrics 

Personal.—Dr. John L. Reck, of Sheridan, was hon- and gynecology, State University of New York 1 

ored recently with an open house and reception of on. 

sponsored by Sheridan service clubs and merchants. 

He completed 50 years as a practicing physician in The program consisted of a clinical conference at 

June. In 1955 Dr. Reck was the recipient of the first 10 a. m., and a motion picture and discussion on 

annual “Outstanding Citizen” award, given by the the Manchester operation at I p. m. 

Sheridan Rotary Club.——Dr. Frank E. Wiedemann, 
ing of the Michigan State Medical Society in De- 
troit, held Oct. 4, the following new officers were 
elected: incoming president, Dr. Gilbert B. Salton- 
stall, of Charlevoix; president-elect, Dr. Milton A. 

KANSAS Darling, of Detroit; speaker, Dr. Kenneth H. John- 

, Of Lansing; and delegates to the American 

Society News.—New officers of the Kansas Society 

of Pathologists are: Dr. Leo P. Cawley, Wichita, 

president; Dr. Tom R. Hamilton, Kansas City, Kan.., and George W. Slagle, Battle Creek. 

vice-president; Dr. William J. Reals, Wichita, sec- 

retary-treasurer and Councilor to the American Michigan's Hearing Conservation Program.—In its 

pa of Clinical Pathologists, Dr. Richard F. 15th anniversary report on the state-local hearing 

»ker, Wichita, alternate councilor. conservation program, the Michigan Department of 
Health notes that group tests to find previously un- 

MARYLAND detected cases of hearing loss have been given to 

Personal.—Dr. Isadore Kaplan has been named med- 2,052,942 Michigan school children since 1943. In 

ee the present year the 60 locally employed technicians 

Company, with system jurisdiction at Baltimore to working in all parts of the state will screen about 

succeed Dr. Samuel M. English, who retired July 1. 350,000 children. Group technicians are paid by the 

Dr. Kaplan joined the B & O's medical department school, local health departments, and other local 

in January, 1946.-—Dr. Russell A. Nelson, director organizations. The announcement said that of every 

of the Johns Hopkins Hospital, Baltimore, has been 10,000 children given group screening, 50 to 75 

named president-elect of the American Hospital are found to have losses that handicap or can't be 

Association. corrected medically. The Michigan Department of 


B. Burchell, Rochester. has been appointed to the 
National Advisory Heart Council for a four-year 
term, the Surgeon General, U. S. Public Health 
Service, has announced.—Dr. Howard B. Burchell, 
professor of medicine in the Mayo Foundation, 
Graduate School, University of Minnesota, has 
been appointed to a 4-year term, beginning Oct. 1, 
as a member of the National Advisory Heart Coun- 
cil——Dr. Archibald |. §. MacPherson, of the Uni- 
versity of Edinburgh, Scotland, lectured at the 
Mayo Clinic, Rochester, October 13, on “Portal 
Hypertension and Its Treatment,” and Dr. Joseph 
H. Boyes, of the University of Southern California 

) School of Medicine at Los Angeles, conducted a 

8 seminar at the Clinic, October 10, on “Tendon 
Grafts in the Fingers and Thumb.” 


MONTANA 

Society News.—At the annual meeting of the Mon- 
tana Chapter of the American Academy of General 
Practice, Dr. Amos R. Little Jr., Helena, was elected 
president to succeed Dr. William E. Harris, Liv- 
ingston. Dr. Philip D. Pallister, Boulder, was named 
vice-president and Dr. Harry R. Soltero, Billings, 
president-elect. Dr. Vernon D. Standish, Bigtim- 
ber, was re-elected secretary-treasurer. 


NEVADA 

Society News.—Ollicers of the American Academy 
of General Practice, Nevada Chapter, elected for 
1958-1959 are: Drs. Robert V. Broadbent, Reno, 
president; Dennis Cunningham, Las Vegas, presi- 
dent-elect; and Richard C. Sheretz, Reno, secretary- 
treasurer. The 1959 meeting will be held in Reno 
in June and members of the staff of the Medical 
School of the University of Southern California, Los 
Angeles, will organize and present the program. 


NEW YORK 

The Harrington Lecture.—The University of But- 
falo School of Medicine presented the Harrington 
Lecture Oct. 30. The lecturer was Dr. Robert A. 
McCance, professor of experimental medicine, Uni- 


man E. Hilleboe, state health commissioner, a cita- 
tion as “an outstanding protector of public health, 
both in America and abroad.” The citation further 
read “we are particularly grateful to him for his 
interest and cooperation with the University of 
Buftalo School of Medicine, particularly for assist- 


Roswell Park Memorial Institute.” 


Personal.—Dr. Julius S. Prince, health officer of the 
Jamestown District Office, New York State Depart- 
ment of Health, is scheduled to leave this fall for 
a two-year tour of duty in Ethiopia as chief of the 
Health Division for the International Cooperation 
Administration. 


New York City 

Conference on Tuberculosis.—The Council of the 
Tuberculosis and Health Associations of Greater 
New York will hold a Conference on Tuberculosis: 
A World-Wide Problem, in the Biltmore Hotel 
Nov. 18, 3 p. m. Dr. ]. Canetti, chief of 
laboratories, Pasteur Institute, Paris, France, will 
speak on “Changes in the Nature of Tuberculosis 
from the Standpoint of Pathology”; Dr. Leona 
Baumgartner, New York City commissioner of 
health, on “Urban Reservoirs of Tuberculosis”; and 
Dr. Stig Johannes Holm, Geneva, Switzerland, 
chief, Tuberculosis Section, WHO, on “How Can 
Elimination of Tuberculosis as a Public Health 
Problem Be Achieved?” 


Increase in Deaths from Tuberculosis.—The munic- 
ipal health department reports that the number of 
deaths in the five boroughs of New York City dur- 
ing the vear ending last June 30 was 1,021, an in- 
crease of 4.1% bevond that of the previous 12-month 
period. The largest increase, 11.3%, was in Manhat- 
tan. The increase in deaths in Brooklyn was 9.2% 
and in the Bronx 3%. In Richmond there was a 
decrease of 11.8% in deaths from tuberculosis. Ac- 
cording to the New York Tuberculosis and Health 
Association, 6,233 new cases of tuberculosis were 
reported during the year mentioned. The municipal 
department of health was said to have records of 
10,852 known cases of active tuberculosis in New 
York City. 


Dr. Ochoa Honored.—At a reception at the New 
York University-Bellevue Medical Center Oct. 20, 
Dr. Severo B. Ochoa, chairman, department of bio- 
chemistry, was guest of honor. Dr. Ochoa received 
the Borden award during the annual meeting of 
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Health helps provide consultant services for chil- versity of Cambridge, England, whose subject was 
dren who may be given hearing aids, special train- “Calories.” 

ing, or referred to the Michigan School for the 
Deaf, where thev are taught how to use the hearing Dr. Hilleboe Honored.—The University of Buffalo 
aid. The state, since 1947, has purchased 463 hear- School of Medicine on Oct. 18 awarded Dr. Her- 
ing aids for medically indigent children. 
MINNESOTA 
Personal.—Dr. Jurgen Aschofl, professor of phys- 
iology, Max Planck Institute at Heidelberg, Ger- 
many, conducted a seminar on “The Measurement = 

ance in developing the Chronic Disease Research 
of Blood Flow by Thermal Conductance” Sept. 19 Institute and for his outstanding work with the 
at the Mayo Foundation, Rochester.——Dr. Howard | 
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the Association of American Medical Colleges in 
Philadelphia, Oct. 13. The award was based on his 
“isolation of the enzyme in crystalline form which 
catalyzes the condensation of oxaloacetic acid and 
acetyl coenzyme A to form citric acid and for his 

and studies of polynucleotide phos- 
phorylase.” Dr. Ochoa, a graduate of the University 
of Madrid, Spain, has held faculty appointments 
at his alma mater; Oxford University Medical 
School, England; Kaiser-Wilhelm Institute for 
Medical Research, Heidelberg, Germany; and 
Washington University School of Medicine, St. 
Louis. He is a winner of the Neuberg Medal award 
in biochemistry, a past-president of the Harvey 
Society, and is a member of the National Academy 
of Sciences and the Council of the Society of Bio- 
logical Chemists. 


Affiliation of University and Institute—New York 
University and the Institute for the Crippled and 
Disabled agreed on Sept. 25 to undertake joint 
efforts in rehabilitation research, teaching, and 
services to the handicapped. The documents of 
professional affiliation were signed before trustees 
and officers of the two institutions and distinguished 
guests, including Bernard Baruch, and Jeremiah 
Milbank, who founded the institute in 1917. The 
agreement, effective Nov. 1, among other things, 
is to provide all “types of service necessary for the 
handicapped to attain his fullest physical, social, 
and economic capability, and to undertake joint 
research into all areas of rehabilitation.” The uni- 
versity and the institute will continue to function as 

ly independent, self-controlled institutions, 
and their rehabilitation activities will be coordi- 
nated through the university's recently created Cen- 
ter for Rehabilitation Services. The Institute for the 
Crippled and Disabled is an outpatient rehabilita- 
tion center whose services include medical treat- 
ment, social adjustment, and vocational training 
programs. It has facilities for making artificial 
limbs, a rehabilitation library said to be the largest 
of its kind, and it carries on research. The Institute 
will continue its joint efforts on specific projects 
with Columbia University, Presbyterian Hospital, 
and other institutions. 


NORTH CAROLINA 

Personal.—Dr. David R. Hawkins, associate profes- 
sor of psychiatry University of North Carolina 
School of Medicine, Chapel Hill, has been ap- 
pointed a member of the Mental Health Small 
Grant Committee of the National Institute of Men- 
tal Health for a term of four years.——By direction 
of the Secretary of the Air Force, Dr. Herbert A. 
Saltzman, who is now on the faculty of Duke Uni- 
versity School of Medicine, Durham, has been 
awarded the Air Force Commendation Medal. 
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OHIO 

University News.—Studies of the relationships be- 
tween speech and personality characteristics which 
have been carried on for three years in the Univer- 
sity of Cincinnati College of Medicine department 
of psychiatry will be continued with a three-year 
grant of $50,000 made to Dr. Louis A. Gottschalk, 
associate professor of psychiatry. The grant was 
awarded by the U. S. Public Health Service, which 
also subsidized the previous years of research. 


OREGON 

Personal.—Dr. J. V. Straumfjord, of Astoria, has 
been appointed by Governor Holmes of Oregon to 
the State Board of Medical Examiners to fill the 
vacancy created by the death of Wilmot C. Foster. 
Dr. Straumfjord from 1929 to 1934 was on the staff 
of the University of Oregon Medical School and 
from 1930 to 1934 was a staff member of the Dr. 
Robert C. Coffey Clinic and Hospital. He has been 
engaged in private practice in Astoria since 1934. 


PENNSYLVANIA 
Bockus Society of Gastroenterology.—The Bockus 
International Society of Gastroenterology has been 
organized by alumni of the Graduate School of 
Medicine of the University of Pennsylvania. Dr. 
James L. D. Roth, secretary-general of the society 
and associate professor of gastroenterology, said 
the establishment of the group was accomplished 
under the impetus of Dr. Figueiredo Mendes, of 
Rio de Janeiro, Brazil, an alumnus of the school, 
who was elected president of the new society, with 
Dr. Jose Maria De La Vega, Mexico City, president- 
elect. Dr. Henry L. Bockus, chairman, department 
of internal medicine, University of Pennsylvania 
Graduate School of Medicine, was made honorary 
president. The group will study geographical differ- 
ences in behavior patterns and epidemiology of 
diseases in different parts of the world. Its annual 
meeting will be held just prior to that of the Ameri- 
can Gastroent ical Association or in accord- 
ance with the “International Congress of Gastro- 
enterologists. At the first annual meeting in 
Philadelphia, June 3, 1959, work groups will be 
organized to undertake collaborative research on 
projects to be reported on at future meetings. 


Philadelphia 

University News.—A Health Research Facilities 
Grant of $46,038 to The Woman's Medical College 
of Pennsylvania has been approved by the U. S. 


Wing to be constructed this fall. The new six-story 
addition will provide space for an expanded De- 
partment of Physiological Chemistry and for the 


1 
Vv. 

Public Health Service to purchase scientific equip- 

ment for the college's 2 million dollar Research 
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awarded by de Depart- 
ment of the Army, to two investigators at the Uni- 
versity of Tennessee College of Medicine. They are 
Richard R. Overman, Ph.D., director, Clinical Phys- 
iological Laboratories, and Dr. David §S. Carroll, 
professor of radiology. 


TEXAS 


Personal.—Dr. William P. Wilson, assistant profes- 
sor of psychiatry and neurology, Duke University, 
has been appointed director of psychiatric research 
and as professor of psychiatry and neurology, Uni- 
versity of Texas Medical Branch, Galveston.—— 
D. Bailey Calvin, Ph.D., formerly Dean of Students 
and Curricular Affairs, University of Texas Medical 
Branch, Galveston, has been made Director of the 
Office of Research Grants and Contracts. 


VERMONT 

University News.—Dr. George A. Wolf Jr., Univer- 
sity of Vermont College of Medicine, Burlington, 
has returned from Lran, where at the request of the 
University of Teheran Medical School he served as 
consultant, concerning the curriculum, under the 
auspices of the International Cooperation Adminis- 
tration. ——Dr. John H. Bland, associate professor 
of medicine, has begun a vear of study at the Uni- 
versity of Manchester, England, with Prof. J. H. 
Kellgren, director of the Rheumatic Center there. 
——William H. Macmillan, Ph.D., assistant profes- 
sor of pharmacology, is on a year's leave of absence 
from the University of Vermont College of Medi- 
cine, working in the laboratory of Prof. J. H. Burn 
at the University of Oxford, England. Dr. Wilhelm 
Raab, professor of experimental medicine, has re- 
turned from a vear’s work in laboratories of the 
medical clinic of the University of Innsbruck, 
Austria. 


VIRGINIA 

Society News.—Dr. W. Linwood Ball, of Richmond, 
was installed as the twelfth president of the Vir- 
ginia Academy of General Practice May 10. Other 
officers elected were: Dr. Fletcher J. Wright Jr., 
Petersburg, president-elect; Dr. William J. Hagood 
Jr., of Clover, vice-president; Dr. Russell G. 
McAllister and Dr. William A. Young, both of Rich- 
mond, reelected to serve as secretary and treasurer, 


came to Seattle in 1949 from the University of 
Chicago. 


GENERAL 


Grants for Research in Leukemia.—The Leukemia 
Society, Inc., has announced the availability of 
grants-in-aid for research concerned with 
the cause or cure of leukemia and allied diseases. 
Applications, which may be made at any time, are 
reviewed by the Selection Committee quarterly: 
March, June, September, and December. 


Medical Writers’ Meeting in Philadelphia.—The 
1958 fall meeting of the Delaware Valley Chapter 
of the American Medical Writers’ Association will 
be held Nov. 17, 8:30 p. m., at the College of Phy- 
sicians, Philadelphia. Rudolf Flesch, Ph.D., will pre- 
sent the Wyeth Lectureship, “The Right Way to 
Medical Writing,” and also will review various 
medical journals. All persons interested in improv- 
ing communication in medicine are invited. Fee for 
dinner at 6 p. m. for members and guests is $5. 


Association of Blood Banks.—The 11th annual meet- 
ing of the American Association of Blood Banks 
will be in Cincinnati, Ohio, November 20-22. A 
scientific program will comprise individual papers, 
panels, and technical workshops throughout the 
meeting. The administrative section of the program 
also will include panel discussions. At the annual 
banquet Friday evening, the guest speaker will be 
Robert Dechert, Assistant Secretary of Defense, 
Washington, D. C. 


Society News.—Dr. Edward B. D. Neuhauser of 
Boston was made president-elect of the American 
Roentgen Ray Society at the recent 59th annual 
meeting in Washington, D. C. Other officers 
elected were: Drs. Franklin B. Bogart, Chatta- 
nooga, Tenn., first vice-president; Arthur B. Soule, 
Jr., Burlington, Vt., second vice-president; C. Allen 
Good, Rochester, Minn., secretary; and Robert K. 
Arbuckle, Oakland, Calif., treasurer. The next an- 
nual meeting will be in Cincinnati, Ohio, Septem- 
ber 21-25, 1959. 


Scholarships for Neuromuscular Studies.—The Sis- 
ter Elizabeth Kenny Foundation has announced 
continuation of its program of post-doctoral schol- 
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Basic Science and Clinical Departments. A federal respectively; Dr. John O. Boyd Jr., of Roanoke, re- 
grant of one-half million dollars to help meet its elected A. A. G. P. delegate; Dr. Rufus Brittain, of 
construction costs was awarded to the college this Tazewell, his alternate. 
spring. 
WASHINGTON 
TENNESSEE Dr. McDonald Goes to New York.—Dr. Ronald F. 
University News.—A $95,000 grant to finance the McDonald, head, division of urology, University 
study of the effects of exposure to relatively low of Washington School of Medicine, Seattle, has 
j moved to Rochester, N. Y., where he has been ap- 
pointed professor and head of the University of 


gar J. Huenekens, medical director, Sister Elizabeth 
Kenny Foundation, Inc., 2400 Foshay Tower, Min- 
Minn. 


pres 
Chicago. The title for the Sa 


sented an essay which was followed by a discussion 
in five individual presentations. On Sunday morn- 

ing seven individual speakers were presented eo 
their papers were discussed Sunday afternoon. 


American Rheumatism Association.—The Fifth In- 
terim Scientific Session of the American Rheuma- 
tism Association will be held December 6 at the 
Mayo Clinic, Rochester, Minn., under the presi- 
dency of Dr. Joseph J. Bunim. The general subjects 
of the sessions beginning Saturday, 9 a. m., will be 
immunologic studies, clinical studies, miscellane- 
ous studies. Chairman of the program committee is 
Dr. James B. Wyngaarden, Durham, N. C. The 
vice-chairmen in charge of the Interim Session are 
Drs. Gene H. Stollerman, Chicago; Hans Waine, 
Boston, Mass.; and Morris Ziff, New York City. The 
address at the banquet in the Kahler Hotel will be 
presented by Dr. Philip S. Hench of Rochester on 
“Walter Reed and the Conquest of Yellow Fever.” 


Foreign Virologists Visit U. S.—Eight virologists 
from as many lands began a nine-weeks polio study 
course when they arrived at the Pan American San- 
itary Bureau, Regional Office for the Americas of 
the World Health Organization, Oct. 2. All are 

studying “Polio Diagnostic Techniques, and Vac- 
cine Production and Control” under WHO's fellow- 
ships program. The fellows come from U. S. S. R., 
Chile, Egypt, Nigeria, Poland, Lebanon, Austria, 
and French Equatorial Africa. Their itinerary in- 
cludes training and observation at the Communi- 
cable Disease Center laboratories in Montgomery 
and Atlanta, and the Institute of Microbiology 
Polio Laboratory in Montreal as well as a visit to 


United Cerebral Palsy.—The annual scientific ses- 
sion of United Cerebral Palsy, 321 W. 44th St., 
New York 36, will be at the Mayflower Hotel; 


more ); The Medical Record, published by the Berks 
County Medical Society, Reading, Pa. (award for 
periodicals of county and city medical societies with 
a membership of less than 500). The awards are 
presented annually “for accuracy, clarity, concise- 
ness and newness of information; for excellence of 
design, printing and illustrations.” 


Western 
meeting of the Western 
be in Rochester, Minn., Nov. 20-22, with head- 
quarters at the Hotel Kahler. At a pre-conference 
session Wednesday afternoon and evening, eight 
short pa will be by members of the 
Mayo Clinic staff. The clinico-pathologic confer- 
ence will be at 7:30, and at 8:15 a regular meeting 
of the clinic staff especially arranged for this ses- 
sion. On Thursday beginning at 7:30 a. m. a chest 
conference will be followed by surgical clinics, and 
later surgical movies. In the afternoon 10 papers 
will be presented and on Friday 10 more and the 
presidential address by Dr. James B. Brown, St. 
Louis, on “Examples of the Inspiring Challenge to 
Medicine in Literature Through the Ages.” Eight 
additional papers will be presented on Saturday. 


Award for Essay on Thyroid Gland.—The American 
Goiter Association has again announced the offer- 
ing of the Van Meter Prize Award of $300 and two 
honorable mentions for the best essays submitted 
concerning Original work on problems related to the 
thyroid gland. The award will be made at the an- 
nual meeting of the association to be held in the 
Drake Hotel, Chicago, April 30-May 2, 1959. The 

search investigations, should not exceed 3,000 
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arships to promote work on neuromuscular diseases. Washington, D. C., November 15. The morning 
Each grant will provide a stipend for five years at session will be given over to eight papers and dis- 
the rate of $5,000 to $7,000 a year, depending on cussions on “The Problem of Hemiplegia—A Criti- 
the scholar’s qualifications. Candidates from medi- cal Evaluation,” under the aegis of the clinical ad- 
cal schools in the United States and Canada are visory committee. The afternoon session will be a 
eligible. Inquiries should be addressed to: Dr. Ed- continuation of discussions on the same general 
subject. The meeting is open without charge to 
physicians, medical students and other professional 
workers in related fields concerned with cerebral 
palsy. The president of United Cerebral Palsy is 
Meeting on Psychoanalysis.—The Academy of Psy- Roger S. Firestone, president of Firestone Plastics 
choanalysis held its mid-winter meeting at the Company, and the executive vice-president, Stanley 
Roosevelt Hotel, New York City, Nov. 6-7, under C. Hope, president of Esso Standard Oil Company. 
H. Masserman, of 
a...:, morning session Awards to Medical Periodicals.—At its September 
was “Psychoanalysis Today, Its Goals and Aspira- meeting in Chicago, the American Medical Writers’ 
tions,” on which subject Dr. George J. Mohr, clini- Association announced the 1958 honor awards for 
cal professor of psychiatry, University of Southern distinguished service in medical journalism to the 
California School of Medicine, Los Angeles, pre- following periodicals: Cleveland Clinic Quarterly, 
published by the Cleveland Clinic; Harper Hospital 
Bulletin, published by the Harper Hospital, Detroit; 
The Bulletin of the Fulton County Medical Society, 
Atlanta, Ga. (award for periodicals of county or 
city medical societies with a membership of 500 or 
vaccine in Detroit and Indianapolis. 
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ington Ave., ae Y., not later than Jan. 15, 
1959. A place will be reserved on the program of 
the annual meeting for the presentation of the win- 
ning essay by the author. 


Fellowships in Physics.—The Atomic 
Energy Commission is accepting applications for 
fellowships in radiological physics, which provide 
qualified graduate students with nine months of 
regular university graduate work in the sciences 
with three months of field training at an AEC 
installation. The assignments are made for study at 
Vanderbilt University, Nashville, Tenn., with field 
training at the Oak Ridge National Laboratory; at 
the University of Rochester (N. Y.) and Brook- 
haven National Laboratory; and at the University 
of Kansas, Kansas City, or the University of Wash- 
ington, Seattle, and the Hanford Atomic Products 
Operation. The basic stipend is $2,500 a year plus 
$350 for each dependent. Tuition fees, and travel 
allowance are included under the fellowships. The 
Oak Ridge Institute of Nuclear Studies, P. O. Box 
117, Oak Ridge, Tenn., administers these fellow- 
ships for the AEC. The deadline for appointments 
that will take effect the following fall is Jan. 2, 1959. 


Society News.—The American Association for the 
Study of Neoplastic Diseases (the original Blood- 
good group of Johns Hopkins Hospital, organized 
in 1930) at its meeting in Gatlinburg, Tenn., elected 
Dr. Victor Levine, Chicago, president, and Dr. Wil- 
liam E. G. Bayley, Lafayette, Ind., vice-president. 
The next meeting also will be in Gatlinburg, April 
30-May 4, 1959, to which all physicians interested 
in the study of tumors are invited. Microscopes are 
used during the sessions. Gatlinburg is the head- 
quarters of the Great Smoky Mountains National 
Park.——At the annual meeting of the American 
College of Gastroenterology, Oct. 19, in New Or- 
leans, Dr. Frank J. Borrelli of New York, president- 
elect, assumed the presidency and Dr. Joseph 
Shaiken, Milwaukee, Wis., was chosen as president- 
elect. Other officers elected were: vice-presidents, 
Drs. Henry Baker, Boston; Louis Ochs Jr., New 
Orleans; Edward J. Krol, Chicago; and Theodore 
S. Heineken, Glen Ridge, N. J.; and Dr. Joseph R. 
Van Dyne, Forest Hills, N. Y., secretary. 


Meeting of Speech and Hearing Association.—The 
34th annual convention of the American Speech 
and Hearing Association will be at the Hotel New 
Yorker, New York City, on November 17-19. Among 
the subjects of the sessions will be a symposium on 
“Recoveries from Aphasia,” “Cerebral Palsy,” “Stut- 
tering,” “Audiologic Evaluation of Middle Ear Sur- 
gery,” “Current Research on Hearing Aids,” “Or- 


ganic Disorders Affecting Voice and Articulation,” 


“Cleft Palate,” “Language Development of the 
Deaf Child,” and “Planning and Design of Modern 
Clinical and Research Facilities.” 


will be a conference on “Research Needs in Speech 
Pathology and Audiology,” sponsored by the Amer- 
ican Speech and Hearing Association in cooperation 
with the U. S. Office of Vocational Rehabilitation 
and Veterans Administration. 


U. S. Public Health Service reported that the Divi- 
sion of Preventive Medicine, Bureau of Medicine 
and Surgery, U. S. Department of the Navy, had 
received information regarding the occurrence of 
influenza in military personnel stationed on Oki- 
nawa. The outbreak which occurred about the 
middle of September involved men of four different 
companies. In two companies 5 men each were ill; 
12 in another, and 31 in the fourth company. The 
main complaints were fever, headache, and diz- 
ziness. A few had “chest colds” and headache. The 
men returned to duty by the fifth dav. There were 
no complications. A virus was isolated which was 
reported to be closely related to and probably iden- 
tical with the Jap/305 strain of influenza type A. 

The Oregon State Board of Health reports that 
the incidence of influenza continues to increase. 
Some serologic evidence of influenza A infection 
has been obtained, but the type of virus has not 
been definitely identified as vet. 


Academy of and .—The 
17th annual meeting of the American Academy of 
Dermatology and Syphilology will be at the Palmer 
House, Chicago, December 6-11. The annual meet- 
ing will include, as in other years, special courses, 
symposiums, panels, informal discussion groups, 
luncheons, dinners, and executive sessions, and 
committee meetings. Among the special events will 
be the first of the James R. Webster Memorial Lec- 
tures honoring the late president of the academy 
who passed away while in office last February. The 
lecture on Sunday afternoon will be delivered by 
Dr. G. A. Grant Peterkin, of the University of 
Edinburgh, Scotland, whose subject will be “The 
Changing Pattern of Dermatology.” The subjects 
of other special lectures will be radiation and can- 
cer. Dr. Howard B. Latourette, Ann Arbor, Michi- 
gan, will discuss “Radiation Hazards” and Dr. An- 
thony Cipollaro, New York City, “Current Trends 
in Cutaneous Radiation Therapy.” The Women’s 
Hospitality Committee has arranged special activi- 
ties for the ladies including a sight-seeing tour, 
climaxed by luncheon in Chinatown, and a fashion 
show at the Congress Hotel. 
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- words, and must be in English. Duplicate type- 
written copies, double spaced, should be sent to 
alumni luncheons, open house, cocktail hour and 
dance Tuesday evening, and scientific and com- 
mercial exhibits. 
Influenza on Okinawa and in Oregon.—In its Oct. 
17 Morbidity and Mortality Weekly Report, the 


Prevalence of —According to the Na- 
tional Office of Vital Statistics, the following num- 
ber of reported cases of poliomyelitis occurred in 
the United States, its territories and possessions in 
the weeks ended as indicated: 


(het. 18, 
Paralytie Total 
Area Total 
New England State« 
New Hampshire 
1 
1 
Mirtle Atlantic State« 
‘ ‘ 2 
Fast North Central State« 
7 
West North Central State« 
oe 
1 
ee 2 os 
os 3 3 
South Atlantic States 
District of Cohumbda ............ 2 
1 1 én 
2 
1 
East South Central States 
West South Central States 
Mountain State. 
? 
1 
1 1 
Pacifie States 
1 
Territories and Possessions 


Symposium on Cardiovascular Diseases.—An In- 
ternational Symposium on Cardiovascular Diseases 
will be held at Bogota, Colombia, South America, 
July 27-30, 1959, in which cardiologists from Eng- 
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land, France, Sweden, Mexico, Cuba, and the 
United States will participate. The moderators of 
the several panels will be Drs. Adolfo De Fran- 
cisco, Fernando Valencia, Alberto Castellanos, 
Jose Felix Patino, Alfonso Bonilla Naar, Miguel 
Trias, and Guillermo Rueda Montana. Among those 
from the United States scheduled to participate are 
Drs. Henry Swan II, Denver; John Maxwell Cham- 
berlain, Mary Allen Engle, Charles E. Kossman, 
Joseph V. Brumlik, and Israel Steinberg, New York 
City; Richard J. Bing, St. Louis; Donald B. Effler, 
Cleveland; C. Walton Lillehei, Minneapolis; 
Michael E. DeBakey, Houston; Conrad R. Lam, 
Detroit; Dwight E. Harken, Robert E. Gross, and 
Alexander S$. Nadas, Boston; Robert P. Glover, 
Philadelphia; Charles A. Hufnagel, Washington, 
D. C.; Francisco A. Hernandez, Miami; Frank L. 
Gerbode, San Francisco, and William W. L. Glenn, 
New Haven, Conn. Information may be obtained 
from Dr. Alberto Vejarano Laverde, Fundacion A. 
Shaio, Cra. 13, No. 43-23, Bogota, Colombia, South 
America. 


CORRECTION 

Medical Literature Abstracts.—In the paragraph on 
Medical Literature Abstracts on page 1040 of Tue 
Journat, Oct. 25, 1958 issue, the line which starts 
“Approximately two-thirds . . .” should have read 
“Approximately two-thirds of the abstracts from 
foreign literature are made from foreign language 
journals and one-third from publications of the 
British Commonwealth.” 


EXAMINATIONS 
AND 
LICENSURE 


NATIONAL BOARD OF MEDICAL EXAMINERS 


National Board of Medical Examiners: Part I only, April 
21-22; Parts | and I, June 16-17; Part I only, Sept. 9-10. 
Examinations must be received at least six weeks in ad- 
vance of a specific examination date. Examining centers 
established after close of registration. Exec. Sec., Dr. John 
P. Hubbard, 133 South 36th St., Philadelphia 4. 


EDUCATIONAL COUNCIL FOR FOREIGN MEDICAL 
GRADUATES, INC. 


Educational Council for Foreign Medical Graduates, Inec.: 
Stations around the world, Feb. 17. Deadline for foreign 
applications is Nov. 17. The following examination will be 
held Sept. 22 with application deadline of June 22. Exec. 
— % Dr. Dean F. Smiley, 1710 Orrington Ave., Evans- 
ton, Il. 


BOARDS OF MEDICAL EXAMINERS 


AcapaMa: Written. Montgomery, June 16-18. Sec., Dr. D. G. 
Gill, State Office Bldg., Montgomery 4. 

Anrzona:* Written Examination and Reciprocity. Phoenix, 
- Sec., Dr. Thomas H. Bate, 2910 North 7th Ave., 


LATIN AMERICA 
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Ataska:* On application in Anchorage and Juneau. Sec., 
Dr. W. M. Whitehead, 172 South Franklin St., Juneau. 

Cataronnta: Oral Examination, San Francisco, November 
15. Oral and Clinical Examination for Foreign Medical 
School Graduates. San Francisco, June 15, Los Angeles, 
August 17; San Francisco, November 16. Sec. Dr. Louis 
E. Jones, 1020 N Street, Sacramento. 

Covornapo: Written. Denver, Dec. 9-10. Exec. oe Mrs. 


Beulah H. Hudgens, 715 Republic Bldg., Denver 2. 
Connecticut: * Homeopathic. Examination. Derby, Jan. 15. 
Sec., Dr. Donald A. Davis, 38 Elizabeth St., Derby. 


Written Examination and Dover, 
Jan. 13-15, Jan. 22. Sec., Dr. Joseph S. McDaniel, Pro- 


Fiomma:* Examination. Miami Beach, Nov. 23-25. Sec., Dr. 
Homer L. Pearson, 901 N. W. 17th St., Miami 36. 

Geoncta: Examination and Reciprocity. June. Sec., 
Mr. C. L. Clifton, 224 State Capitol, Atlanta 

Guam: Subject to Call. Act. See., Dr. F. L. a Agana. 

lpano: Examination and Endorsement. Boise, Jan. 12-14. 
Sec., Mr. Armand L. Bird, 364 Sonna Blidg., Boise. 

lutions: Examination and Reciprocity. Chicago, Jan. 26-30. 
Supt. of Registration, Mr. Fredric B. Selcke, Capitol 
Bidg., Springfield. 

lowa:* Examination and Endorsement. Des Moines, Dec. 
8-10. Exec. Sec., Mr. Ronald V. Saf, State Office Blde.. 
Des Moines 19. 

Kentucky: Examination. Louisville, Dec. 8-10. Sec. Dr. 
Russell E. Teague, 620 South Third St., Louisville 2. 

Manyiano: Examination. Baltimore, Dec. 9-11. Sec., Dr. 
Frank K. Morris, 1211 Cathedral St.. Baltimore 1. 

Massacnuserrs: Examination. Boston, Jan. 13-16. Sec., Dr. 
Robert C. Cochrane, State House, Room 37, Boston 35. 

Montana: Examination and Reciprocity. Helena, April 7. 
Sec., Dr. Thomas L. Hawkins, 555 Fuller Ave., Helena. 

Nesnaska:® Examination. Omaha, June. Director, Mr. 
ee K. Watson, Room 1009, State Capitol Bldg., Lin- 
© 9. 

Nevapa:* Examination and Reciprocity. Reno, Dec. 2. Sec., 
Dr. George H. Ross, 112 North Curry St., Carson City. 
New Hamesume: Examination and Endorsement. Concord, 
a oe Sec., Dr. Edw. W. Colby, 61 So. State St., 

Concord. 


New York: Examination. Albany, Buffalo, New York and 
Syracuse, Dec. 2-5. Sec., Dr. Stiles D. Ezell, 23 S. Pearl St., 


Reciprocity. Southern Pines, Jan. 17. Ex- 
amination. June. Asst. Sec., Mrs. Louise J. McNeill, 716 
Professional Bldg., Raleigh. 

Dakota: Examination and Reciprocity. Grand Forks, 
Jan. 7-10. See., Dr. C. J. Glaspel, Grafton. 


Ono: Examination. Columbus, Dec. 16-18. Endorsement. 
Columbus, Dec. 16-18. Sec., Dr. H. M. Platter, Wyandotte 
Bldg., Columbus 15. 

Oxtanoma:* Examination. Oklahoma City, June 2-3. Exec. 
Sec., Mrs. E. L. Haidek, 813 Braniff Bldg., Oklahoma City. 

Onecon:* Examination. Portland, Jan. 6-7. Reciprocity. Port- 
land, Jan. 8-10. Exec. Sec., Mr. Howard |. Bobbitt, 609 
Failing Bidg., Portland 4 


PENNSYLVANIA: Sine, Harrisburg, Dec. 11-12. Ex- 
amination. Philadelphia, Jan. 7-10. Sec., Mrs. Margaret GC. 
Steiner, Box 911, Harrisburg. 

Istanp:* Examination. Providence, Jan. 8-9. Admin., 
Division of Professional Regulation, Mr. Thomas B. Casey, 
366 State Office Bldg., Providence. 


Sovrm Canouiwa: Endorsement. Columbia, Dec. 9. Sec., 
Dr. H. E. Jervey, Jr., Blanding Bldg., Columbia. 
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Soutn Daxora:* Examination. Sioux Falls, Jan. 20-21. Exec. 
Sec., Mr. C. Foster, 300 First National Bank Bldg., 
Sioux Falls. 


Tennessee:* Examination ee 17-18. See., Dr. 


Texas:* Examination end Rectgresiy. Fort Worth, Dec. 
4-6. Sec., Dr. M. H. Crabb, 1714 Medical Arts Building, 
Fort Worth 2. 


Uran: Examination. Salt Lake City, July 8-10. Dir. Mr. 

Frank E. Lees, 324 State Capitol . Salt Lake City 1. 

Address: Virginia Board of Medical Examiners, 631 First 

St.. S. W., Roanoke. 

Mr. 

Thomas A. Carter, Capitol Bldg., Olympia. 

West Vincesta: end Chaduten, 

oe oa Dr. Newman H. Dyer, State Office Bldg. 
3, Charleston 5. 


utter * Examination and Reciprocity. Madison, 
13-15. Dr. Thomas W. Tormey, 1140 State 
Bidg.. 1 West Wilson St., Madison 


Wyonmunc: Examination and Reciprocity. Cheyenne, Feb. 2. 
Sec., Dr. Franklin D. Yoder, State Office Bldg., Cheyenne. 


BOARDS OF EXAMINERS IN THE BASIC SCIENCES 


Anizona: Examination. Tucson, Dec. 16. Vir. Herman 
E.. Bateman, University of Arizona, Tucson. 

Covonapo: Examination and Reciprocity. Denver, Dee. 3-4. 
Sec., Dr. Esther B. Starks, 1459 Ogden St., Denver 15. 
Connecticut: Examination. New Haven, Feb. 14. Exec. 
Asst., Mrs. Regina G. Brown, 258 Bradley St.. New Haven 

10. 


Examination. Miami, June 6. Sec. Mr. M. W. 
Emmel, University of Florida, Box 340, Gainesville. 

lowa: Examination. Des Moines, Jan. 13. Sec., Dr. Elmer W. 
Hertel, Wartburg College, Waverly. 

Kansas: Endorsement. Kansas City, Jan. 14. Examination. 
Kansas City, Jan. 16-17. Sec., State Board of Healing Arts, 
Dr. F. J. Nash, New Brotherhood Bidg., Kansas City. 

Micuican: Examination. Ann Arbor and Detroit, Feb. 12-13. 
Sec., Mrs. Anne Baker, 116 Stevens T. Mason Bidg., West 
Michigan Ave., Lansing. 

Minnesota: Examination. M Jan. 6-7. See., Dr. 
Raymond N. Bieter, 105 Millard Hall, University of Min- 
nesota, Minneapolis 14. 

New Mexico: Examination. Santa Fe, Jan. 18. Sec., Mrs. 
Marguerite Cantrell, Box 1522, Santa Fe. 

Oxtanoma: Examination. Oklahoma City, Mar. 27-28. Exec. 
Sec., Mrs. L. Haidek, 815 Braniff Bldg., Oklahoma City. 

Onecon: Examination. Portland, Dec. 6. Sec., Dr. Earl M. 
Pallett, Box 5175, Eugene. 

Ruove Istanv: Examination. Providence, Nov. 19. Admin. of 
Professional 366 State Office Bldg., Providence. 

Sourn Dakota: Examination. Vermillion, Dec. 5-6. See., Dr. 
Greag M. Evans, 310 East 15th St., Yankton. 

Tennessee: Examination. Memphis, Dec. 31-Jan. 1. Sec., 
Dr. O. W. Hyman, 62 South Dunlap St., Memphis 3. 

Texas: Examination. April 1959. Certificates issued by re- 
ciprocity and waiver on the first and fifteenth of each 
month. Sec., Bro. Raphael Wilson, 407 Perry-Brooks Bldg., 
Austin. 

Wasmincron: Examination. Seattle, Jan. 7-5. Sec. Mr. 
Thomas A. Carter, Capitol Bldg., Olympia. 

Wisconsin: Examination. Milwaukee, Dec. 6, Madison, Apr. 
4. Sec., Dr. W. H. Barber, 621 Ransom St., Ripon. 


*Basic Science Certificate required. 


fessional Bldg.. Dover. 
Jan. 


prof 
College of Medicine; member of the board of di- 


Sept. 17, aged 50, of cancer of the thyroid with 
cervical metastases. 


Bender, Alva Jacob ® Salida, Colo.; Rush Medical 
College, Chicago, 1909; served on the faculty of 
his alma mater; a member of the board of educa- 


Bonnell, George Harrison © Worthington, Ohio; 
Starling Medical College, Columbus, 1906; for 
many years member of the school board of which 
he was past-president; died Sept. 12, aged 77, of 
pulmonary emphysema. 


Brown, William Lee Sr. ® Tucson, Ariz.; Rush 
Medical College, Chicago, 1916; formerly practiced 
in Chicago where he was associated with St. Luke’s 
and Chicago Memorial hospitals; member of the 
Illinois State Medical Society; specialist certified 
by American of ; veteran of 
orld War I; in St. Mary's H 
10, aged 70. pees 


Bullock, Norman Charles, La Jolla, Calif.; Univer- 
sity of Illinois College of Medicine, Chicago, 1927; 
formerly practiced in Rockford, Ill., where he was 
health commissioner, past-president of the Winne- 
a County (Ill.) Medical Society and president 

the board of trustees of the Rockford Municipal 
bende werd Sanatorium; veteran of World War II; 


@ Indicates Member of the Amencan Medical Association. 
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a member of the health 


county department; died 
sema and cor pulmonale. 


Burton, William Stone, Louisville, Ky.; Medical 
College of Virginia, Richmond, 1937; served as 
medical superintendent of the District Six Tuber- 
culosis Hospital in Glasgow and on the staff of the 
W. T. Edwards Tuberculosis Hospital in Tallahas- 
see, Fla.; consultant at the Hazlewood Sanatorium; 
died Aug. 15, aged 44, of cancer. 


Crotty, Nora @ Cincinnati; Cincinnati College of 
Medicine and Surgery, 1902; four times elected 
vice-president of the Cincinnati Academy of Medi- 
cine; died Sept. 14, aged 88. 


Davidson, Walter E. & Liberty, Ill.; Keokuk (lowa) 
Medical College, College of Physicians and Sur- 
geons, 1901; served as a member of the board of 
health of Adams County; died in the Blessing Hos- 
pital, Quincy, Sept. 2, aged 82. 


Davis, William T. & Scranton, Pa.; Medico-Chi- 
rurgical College of Philadelphia, 1911; past-presi- 
dent and secretary of the Lackawanna County 
Medical Society; served on the staff of the American 
Red Cross; formerly health director of Lackawanna 
County; at one time chief medical officer of the 
Lackawanna Railroad; formerly chief of medical 
service at Moses Taylor Hospital, where he died 
Sept. 23, aged 73. 


Dillen, Oscar Marion, Lufkin, Texas; University of 
Tennessee College of Medicine, Memphis, 1915; 
veteran of World War 1; on the staff of the Me- 
morial Hospital and Angelina County Hospital, 
died Sept. 4, aged 72, of cerebrovascular accident. 


Ferree, Arthur Cruzon ® Buena Park, Calif.; Uni- 
versity of California School of Medicine, San Fran- 
cisco, 1943; member of the American Academy of 
General Practice; veteran of World War II and 
served in France and Germany with the 6th Army 
as a battalion surgeon winning the Bronze Star for 
gallantry in directing evacuation of 275th Infantry 
wounded under fire; served on the staffs of St. Jude 
Hospital in Fullerton, St. Joseph Hospital in 
Orange, Santa Ana (Calif.) Community Hospital, 
Whittier Memorial and Carobil Hospital at Nor- 
walk; died Sept. 4, aged 40, of myocardial infarc- 
tion. 


Finsterwald, Charles Frederick, San Antonio, er 
Ohio State University College of Medicine, Co- 
lumbus, 1916; died in Naples, Fla., July 28, aged 
73, of coronary occlusion. 
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Auerbach, Julius @ Chicago; Chicago College of 
Medicine and Surgery, 1913; on the staff of the 
Walther Memorial Hospital; died while on a vaca- 
tion in Sturgeon Bay, Wis., Sept. 27, aged 75. 
Baldwin, Janet Sterling % New York City; born in 
Lakewood, N. J., June 4, 1908; Johns Hopkins Uni- 
versity School of Medicine, i 
fied by the National Board 
specialist certified by the A 
atrics; member of the A 
and the American Academy 
rectors of the New York Heart Association; asso- 
ciated with the University, Bellevue, and Lenox 
Hill died _in the Presbyterian 
tion and county health officer; veteran of World 
War I; formerly on the staff of the Denver and Rio 
Grande Western Hospital, where he died Aug. 29, 
aged 
Bland, James Moncure, Boykins, Va.; Medical Col- 
lege of Virginia, Richmond, 1905; chairman of the 
Southampton County Board of Supervisors; killed 
Sept. 11, aged 76, in an automobile accident. 
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Fort, Chester Arthur Jr. @ Jacksonville, Fla.; born 
in Ocala, Oct. 11, 1910; Tulane University School 
of Medicine, New Orleans, 1936; specialist certified 
by the American Board of Urology; member of the 
Southeastern Surgical Congress and the American 
Urological Association; fellow of the American Col- 
lege of Surgeons; formerly on the faculty of Emory 
University School of Medicine in Atlanta, Ga.; 
served World War Il; on the staffs of St. 
Vincent's, St. Luke's, Riverside and Brewster hos- 
pitals, and Duval Medical Center; died near Mel- 
rose Sept. 1, aged 47, while on a fishing trip. 


Fulton, James Fairfax, Staunton, Va.; Medical Col- 
lege of Virginia, Richmond, 1919; member of the 
American Psychiatric Association; served as health 
officer; chief of the male service, Western State 
Hospital; died in the King's Daughters Hospital 
Sept. 5, aged 64, of myocardial infarction. 


Galloway, Philip Lee, Glendale, Calif.; University 
of Kansas School of Medicine, Kansas City, 1944: 
veteran of World War II; on the staff of the Queen 
of Angels Hospital, Los Angeles; died Sept. 7, aged 
38, of a heart attack. 


Gazzolo, Louis Joseph © ; Chicago Med- 
ical School, 1945; member of the Industrial Med- 
ical Association; formerly health officer with the 
Chicago Board of Health; veteran of the Korean 
War; associated with the Lewis A. Weiss Memorial 
Hospital and the Michael Reese Hospital, where 
he died Sept. 17, aged 45, of acute myocardial in- 
farction. 


Gilbert, William Paul © San Francisco; College of 
Medical Evangelists, Loma Linda and Los Angeles, 
1937; certified by the National Board of Examiners; 
member of the American Academy of General 
Practice; died in the Mount Zion Hospital Aug. 7, 
aged 55, of coronary occlusion. 


Graves, John William © Indianapolis; Indiana Uni- 
versity School of Medicine, Indianapolis, 1927; vet- 
eran of World War II; for many years on the faculty 
of Indiana University School of Dentistry and 
taught for two years at the Indiana College of 
Mortuary Science; author of textbooks and labora- 
tory manuals; died Sept. 6, aged 57. 


Gunn, William Ussery, Clinton, S$. C.; University 
of Louisville (Ky.) School of Medicine, 1949; clin- 
ical director at Whitten Village; died in the Self 
Memorial Hospital, Greenwood Sept. 16, aged 38, 
of atelectasis of lungs and bilateral and broncho- 
pheumonia. 


Hackler, John Fielden “ MI , Okla.; born in 
Tahlequah, Dec. 11, 1910; University of Oklahoma 
School of Medicine, Oklahoma City, 1933; specialist 
certified by the American Board of Preventive 

Medicine; entered the public health Geld Sept. 1 Sept. 1, 
1936 as director of the Payne County Health De- 
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partment in Stillwater, Okla.; in 1940 became di- 
rector of the field advisory staff of the Oklahoma 
State Board of Health, serving until 1943, and for 
12 years served as chairman of the records com- 
mittee; visiting lecturer in preventive medicine and 
public. health and first full-time chairman and pro- 
fessor of preventive medicine and public health 
at his alma mater from 1943 to 1948, when he 
was appointed director of the city-county health 
unit; served as secretary of the Payne County 
Medical Society; charter member of the American 
Association of Public Health Physicians; was a 
member of the board of directors of the Oklahoma 
division of the American Cancer Society; for several 
years on the board of directors of the Oklahoma 
Congress of Parents and Teachers, serving as chair- 
man of community health; author of articles in the 
field of preventive medicine and public health; 
died Sept. 3, aged 47, of rheumatic heart disease 
with aortic insufficiency and mitral stenosis. 


Haines, Harold Grunder % Berlin, Pa.; University 
of Pittsburgh School of Medicine, 1920; associated 
with Somerset (Pa.) Community Hospital; president 
of the Berlin Lions Club; died Sept. 16, aged 63, 
of third degree burns received in a fire following 
an explosion in his home. 


Hanson, Charles Joseph, Easthampton, Mass.; Balti- 
more Medical College, 1904; served as school phy- 
sician, a member of the school committee, medical 
examiner for the Second Hampshire District, and 
as agent of the board of health; health officer of 
Easthampton; died in the Cooley Dickinson Hos- 
pital, Northampton, Aug. 3l,aged 76. 


Edward Allen, New York City; Columbia 
University College of Physicians and Surgeons, New 
York City, 1913; member of the Medical Society of 
the State of New York; served on the staffs of the 
Harlem, Fordham, and St. Luke's hospitals; died 
Sept. 10, aged 76, of cerebral hemorrhage. 


Kaplan, Murray M., Boston; Eastern University 
School of Medicine, Baltimore, 1913; died Sept. 5, 
aged 68. 


Kiebala, Kasmer, Buffalo; University of 
Buffalo School of Medicine, 1915; member of the 
Medical Society of the State of New York; died 
Sept. 1, aged 66. 

Lusher, Homer Virgil ® Huntington, W. Va.; Med- 
ical College of Ohio, Cincinnati, 1906; died Sept. 
12, aged 76. 

McCandless, Orville Calnon % Cheyenne, Wyo.; 
Washington University School of Medicine, St. 
Louis, 1925; veteran of World War I; Laramie 


County, 
ministration Hospital Sept. 12, aged 63, of coronary 
thrombosis. 


| 


McClure, Charles Richard ® Portland, Ore.; Med- 
ical College of Ohio, Cincinnati, 1901; professor 
emeritus of ort ic surgery at the University of 
Oregon Medical School; member of the American 
Academy of Orthopaedic Surgeons; fellow of the 
American College of Surgeons; for many years 
served as examiner for the Oregon Industrial Acci- 
dent Commission; served on the staffs of the Doern- 
becher Memorial Hospital for Children, Multnomah 
County Hospital, and Shriners’ Hospital for Crip- 
pled Children; died Sept. 4, aged 81. 


McMeans, Joseph William “ Anderson, S. C.; born 
in Toledo, Ohio, Jan. 25, 1891; University of Pitts- 
burgh School of Medicine, 1912; specialist certified 
by the American Board of Pathology; member of 
the American Association of Pathologists and Bac- 
teriologists, College of American Pathologists, and 
the American Society of Clinical Pathologists; fel- 
low of the American College of Physicians; for 
many years practiced in Pittsburgh, where he was 
chief coroner's pathologist in Allegheny County, 
and served on the staff of Pittsburgh Hospital; for- 
merly pathologist at the Allegheny Valley Hospital 
in Tarentum; pathologist at Anderson Memorial 
Hospital; died Sept. 2, aged 67, of dissecting 
aneurysm of the aorta. 


Maley, Thomas Francis ® Philadelphia; Hahne- 
mann Medical College and Hospital of Philadel- 
phia, 1924; died Sept. 12, aged 60. 


Martin, James Jackson, Dawson, Ga.; Atlanta Col- 

of Physicians and Surgeons, 1913; an associate 
member of the American Medical Association; vet- 
eran of World War 1; died in the Patterson Hos- 
pital, Cuthbert, Aug. 30, aged 68. 


Mintz, Maurice Emanuel, New York City; Univer- 
sity and Bellevue Hospital Medical College, New 
York City, 1909; member of the Medical Society 
of the State of New York; specialist certified by the 
American Board of Obstetrics and Gynecology; fel- 
low of the American College of Surgeons; on the 
staffs of the Mount Sinai Hospital and Sydenham 
Hospital; died Sept. 10, aged 72. 


Murdoch, James Wilson % Chapel Hill, N. C.; 
University of Aberdeen Faculty of Medicine, Scot- 
land, 1924; member of the American Psychiatric 
Association; served as medical superintendent of 
the North Carolina State Hospital in Butner; died 
in the Memorial Hospital Sept. 16, aged 58, of cere- 
bral hemorrhage and hypertensive cardiovascular 
disease. 


Myers, Roy Everett © Joplin, Mo.; National Uni- 
versity of Arts and Sciences Medical Department, 
St. Louis, 1916; past-president of the Jasper County 
Medical Society; associated with Freeman Hos- 
pital and St. John’s Hospital, where he died Sept. 4, 
aged 68, of coronary disease. 
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Nevitt, Orme Richardson % Raymond, Wash.; born 
in 1878; University of Minnesota College of Medi- 
cine and Surgery, Minneapolis, 1900, member of 
the American Academy of General Practice; past- 
president of the Pacific County Medical Society; 
helped organize the Pacific County Tuberculosis 
League of which he was president; served as health 
officer; in 1951 was named “Washington General 
Practitioner of the Year” by the state medical asso- 
ciation; associated with the work of the American 
Red Cross for more than 50 vears, serving many 
terms as county chapter chairman and was chair- 
man emeritus at the time of his death; district 
registrar of vital statistics for many vears; the 
Nevitt Memorial swimming pool, was built and 
dedicated in honor of his service to Raymond and 
the surrounding community; on the staff of the 
Willapa Harbor Hospital in South Bend, where he 
died Sept. 6, aged 79, of cancer. 


Olms, Frank Albert, St. Petersburg, Fla.; University 
of Michigan Department of Medicine and Surgery, 
Ann Arbor, 1895; for many years practiced in 
Hampshire, Ill.; served on the staffs of the St. 
Joseph and Sherman hospitals in Elgin, UL; died 
Sept. 6, aged 83, of heart disease and pneumonia. 


Pence, James William, Columbus Junction, lowa; 
Keokuk Medical College, College of Physicians 
and Surgeons, 1907; served as medical examiner 
for the Rock Island Railroad; from 1941 to 1947 
medical examiner for the Louisa County Draft 
Board; served as county coroner; died in the Belle- 
vue Hospital, Muscatine, Aug. 30, aged 79, of dia- 
betes mellitus. 


Predmore, Donald Ford, Montrose, Calif.; College 
of Medical Evangelists, Loma Linda and Los An- 
geles, 1934; died Sept. 5, aged 50. 


Prevor, Morris Aaron, Brooklyn; St. Louis Univer- 
sity School of Medicine, 1929; member of the Med- 
ical Society of the State of New York; died in the 
Brooklyn State Hospital Aug. M4, aged 54, of 
cerebrovascular accident and arteriosclerosis. 


Quattlebaum, Theodore Adolphus, Winnsboro, 
S. C.; Vanderbilt University School of Medicine, 
Nashville, Tenn., 1899; served as superintendent 
of the Carolina Orphan Home, Columbia, and the 
Croswell Home in Sumter; died in the Baptist 
Hospital, Columbia, Aug. 24, aged 82. 


Reitz, Charles, Rochester, N. Y.; Bellevue Hospital 
Medical College, New York City, 1890; an associate 
member of the American Medical Association; on 
the staff of the Park Avenue Hospital; died Sept. 3, 
aged 91, of coronary occlusion. 


Riley, James Horatio, Westport, Conn.; Starling- 
Ohio Medical College, Columbus, 1912; member 
of the Ohio State Medical Association; veteran of 
World War I; served on the staffs of the Mercy 
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and Springfield hospitals in Springfield, Ohio; died 
in Norwalk, Conn., Sept. 7, aged 69, of cerebral 
hemorrhage. 


Schnaer, Carl Henry, Chicago; Chicago College of 
Medicine and Surgery, 1916; served on the staffs of 
the German Evangelical Deaconess Hospital and 
Englewood Hospital; died in the Veterans Adminis- 
tration Research Hospital Sept. 24, aged 73, of 
heart disease. 


Schwarz, Francis Stenard Jr., @ Cleveland; Cornell 
University Medical College, New York City, 1945; 
specialist certified by the American Board of 
Ophthalmology; member of the American Academy 
of Ophthalmology and Otolaryngology; formerly 
associated with the U. S. Public Health Service; on 
the staffs of the St. Vincent Charity and St. Luke's 
hospitals; died in Medina, Ohio, Aug. 31, aged 37, 
of injuries received in an automobile accident. 


Sewell, Harry Dickey, Rochester, N. Y.; University 
of Pennsylvania Department of Medicine, Phila- 
delphia, 1909; an associate member of the Ameri- 
can Medical Association; fellow of the American 
College of Physicians; associated with the Veterans 
Administration, formerly member of the medical 
division of Eastman Kodak Company; died in the 
Veterans Administration Hospital, Boston, Aug. 25, 
aged 75, of cancer. 


Sherer, William Walter, Los Angeles; University 

of Southern California College of Medicine, Los 

_— 1906; died in the Parkview Hospital Aug. 
29. aged 79, of cancer of the pancreas. 


Shirk, Paul Kuhlmann, Watervliet, N. Y.; Jefferson 
Medical College of Philadelphia, 1930; formerly 
practiced in Yonkers, where he was on the staff 
of the St. John’s Riverside Hospital; medical rating 
specialist and personnel physician at the Veterans 
Administration office at the Watervliet Arsenal; 
died Aug. 27, aged 64. 


Soucek, Adolph “ Madison, Wis.; State University 
of lowa College of Medicine, lowa City, 1951, 
specialist certified by the American Board of Psy- 
chiatry and Neurology; member of the American 
Psychiatric Association; served as assistant physi- 
cian at the State Hospital and School, Woodward, 
lowa, assistant superintendent of the Cherokee 
(lowa) State Hospital, superintendent of the Mount 
Pleasant (lowa) State Hospital, and assistant super- 
intendent of the Mendota State Hospital; died 
Aug. 30, aged 51, of cryptococcosis. 


A. L., ® Letona, Ark. (licensed in Arkansas 
in 1903); died Aug. 23, aged 85. 


Spratt, John Thomas @ Mingus, Texas; Dallas Medi- 
cal College, 1902; for many years surgeon for the 
Texas and Pacific Railway; died in Strawn (Texas) 
Hospital Sept. 3, aged 83, of third burns 
received while burning trash. 


Stahl, Clare William, Topeka, Kan.; Kansas Med- 
ical College, Medical Department of Washburn 
College, Topeka, 1904; veteran of the Spanish- 
American War; died Aug. 31, aged 80, of cancer 
of the esophagus. 

Styles, Wilson, Miami, Fla.; Meharry Medi- 
cal College, Nashville, Tenn., 1948; died June 4, 
aged 45, of cerebral hemorrhage, hypertension and 
arteriosclerosis. 


Terflinger, Fred Weston @ Logansport, Ind.; Medi- 
cal College of Indiana, Indianapolis, 1902; veteran 
of World War 1; served as superintendent of the 
Logansport State Hospital; a charter member and 
past-president of the Rotary Club; died in St. 
Joseph's Hospital Sept. 5, aged 54. 


Treible, William , St. Petersburg, Fla.; Jef- 
ferson Medical College of Philadelphia, 1896; an 
associate member of the American Medical Asso- 
ciation; formerly practiced in York, Pa., where he 
was associated with the York Hospital; died Aug. 
22. aged 92, of cerebral thrombosis. 


Welsh, Arthur Brinkley ® Colonel, U. S. Army, re- 
tired, Newton Square, Pa.; University of Pittsburgh 
School of Medicine, 1925; entered the medical 
corps of the U.S. Army July 12, 1926, and retired 
Oct. 31, 1954; awarded the Legion of Merit for 
conspicuous and meritorious service in the Army 
from November 1941 to May 1945; service mem- 
ber of the American Medical Association; died in 
Harrisburg Sept. 4, aged 57, of coronary occlusion. 


Westrope, Gordon Robert ® Columbia, S. C.; Med- 
ical College of South Carolina, Charleston, 1927; 
member of the American Psychiatric Association; 
veteran of World War 1; formerly practiced in 
Gaffney, and served as district health director and 
director of the Cherokee County Health Depart- 
ment; for many years associated with the South 
Carolina State Hospital, died Aug. 25, aged 65. 


Williams, Edwin Lacy, Fort Meade, Fla.; Atlanta 
College of Physicians and Surgeons, 1904; died 
June 1, aged 85, of arteriosclerotic heart disease 
and hypertension. 


Williams, Paul Sinclair, Santa Cruz, Calif.; Western 
Reserve University School of Medicine, Cleveland, 
1931; died Aug. 27, aged 52. 


Wilson, Claude “ Greenville, Ky.; University of 
Louisville (Ky.) Medical Department, 1910; veteran 
of World War 1; on the staff of the Muhlenburg 
Community Hospital; died Aug. 21, aged 78. 
Zachariah, Simon R., San Francisco; College of 
Physicians and Surgeons, San Francisco, 1900, 
served with the British Army during World War I; 
died Sept. 7, aged 80. 
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FOREIGN LETTERS 


INDIA 


Scurvy.—A. Chakravarty and co-workers (Indian J. 
Child Health 7:8 [Aug.] 1958) stated that while pro- 
tein malnutrition, rickets, hypovitaminosis A and B. 
and anemia are common, the inci of scurvy 
in India is believed to be low, but they observed 28 
cases of scurvy in a period of 17 months. The num- 
ber of patients diagnosed as having scurvy was 
much larger, but the diagnosis could not be con- 
firmed because these patients were lost sight of. 
Most were boys, with the preponderance being 
between the ages 2 and 3 years, and the largest 
number of patients were seen between October and 
January. Most of them came from poor families, 
and their diet was deficient in calories and vitamins. 
The diet contained an insignificant quantity of 
pulses and milk, while fruits were uniformly absent. 
A history of a preceding illness was available in 21 
patients, the most common being fever of undeter- 
mined origin and upper respiratory tract infection. 
The onset was acute in 24 and insidious in four. 

The common clinical findings were tenderness 
over the lower limbs and pseudoparalysis with in- 
ability to bear weight. In eight the tenderness was 
severe enough to make the child cry when the 
limbs were touched. Pseudoparalysis was unilateral 
in nine. Most of the children were irritable. Mild to 
moderate anemia was present in almost all patients, 
but frank bleeding from the gums was found in 
only five. One girl of 6 years came to the hospital 
with generalized hemorrhages and pseudoparalysis, 
rapidly developed coma, and died, probably of a 
subarachnoid hemorrhage. There were no other 
deaths. Seven showed evidence of multiple vitamin 
deficiencies. A mild polymorphonuclear leukocytosis 
was seen in 14. Bone marrow biopsy was done in 
seven patients; six of these had a normoblastic and 
one a megaloblastic appearance. The Kahn test was 
done in two of those below the age of 2 vears to 
rule out congenital syphilis and was found to be 
negative. 

Radiologically, the commonest sign was the white 
line of Frankel, associated with a zone of rarefac- 
tion below it. One patient had subperiosteal calci- 
fication. During the process of healing the Trum- 

's zone of rarefaction was the first to 
disappear, trabeculas appeared, and the effusion in 
the joints gradually diminished. The vitamin C 
content of the blood was estimated, and it was 
noticed that those with a content of less than 0.1 


in the various foreign countries. 


mg. per 100 ml. had frank hemorrhages. The high- 
est level of vitamin C in the blood associated with 
the presence of bleeding gums was 0.22 mg. per 100 
ml. In 18 a close correlation between the blood level 
of vitamin C and the severity of symptoms was 
noted. These patients were given 200 to 500 mg. of 
vitamin C daily by mouth, the dose depending on 
the severity of the condition. Diminution in tender- 
ness, pain, and irritability was noticed within 72 
hours, and full return to normal weight bearing was 
possible in early cases after 7 to 14 days of treat- 
ment. Two patients responded very slowly to ther- 
apy. The blood vitamin C level took about two 
weeks to show a rise and returned to normal within 
3 to 12 weeks. 


NEW ZEALAND 


Van Meter Prize.—Dr. Duncan D. Adams has been 
awarded the American Goiter Association's Van 
Meter prize. This prize is given annually for the 
best research on the thyroid gland anywhere in the 
world. Dr. Adams is on the staff of the endocrinol- 
ogy research unit of the New Zealand Medical Re- 
search Council. He gained the prize for his work 
in connection with toxic goiter. In collaboration 
with Dr. H. D. Purves he developed a method of 
detecting and measuring thyroid-stimulating hor- 
mones. Application of this method led to the discov- 
ery that patients suffering from the disease have 
an abnormal thyroid-stimulating hormone in their 
blood. The discovery has since been confirmed by 
American scientists. It has led to a new line of in- 
vestigation which promised to reveal the basic 
cause of the disease. 


Health Service Reviewed.—Dr. ]. P. S. Jamieson 
(Brit. M. J. [supp.] 2:15 [July 5] 1958) reported 
that to understand the social security medical serv- 
ices in New Zealand it is necessary to review the 
system which existed before their introduction. 
Public hospitals, financed by local taxes, govern- 
ment subsidy, patients’ fees, and voluntary contri- 
butions, and administered by local boards, served 
all parts. Most wage earners paid for themselves. 
The poor were assisted by hospital boards and re- 
lied largely on the benevolent services of the doc- 
tors. During the depression of the 1930's, it became 
evident that a greater participation by the state in 
health matters was inevitable. A committee was set 
up to examine the needs of the country and to in- 
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quire into the of other countries. The com- 
mittee advised (1) a gradual introduction of the 
service and emphasized prevention of and research 
on diseases, (2) greater access to x-ray examination, 
laboratory and pathological investigation, and other 
costly procedures, (3) free service for those unable 
to pay for medical care, the cost to be borne by the 
state, (4) reduced costs for maternity care and hos- 
pitalization, and (5) insurance of those with small- 
er incomes against sickness in the home on a con- 
_j h si 


The government, however, inclined toward a uni- 
versal revolutionary system, by which, in keeping 
with the ideology of state ownership and control, 
all medical service would be entirely under the gov- 
ernment and all physicians would become virtually 
state employees. After various unacceptable propos- 
als by the government, the New Zealand Branch of 
the British Medical Association considered a fee-for- 
service system at $1.10 for consultation or visit and 
$2 for consultation or visit at night and on Sundays 
and holidays and mileage for country visits. During 
World War II this became law. The branch saw in 
this the danger of the state interposing between 
patient and doctor and ultimate domination of the 
profession. At this point, the Prime Minister inter- 
vened with the proposal of an alternative to the 
fee-for-service claim on the fund by the general 
practitioner. He suggested that those who preferred 
might charge the patient himself such fees as he 
thought fit, and the patient could obtain, on pres- 
entation of his receipted account, a refund equal 
to the fee-for-service payment. By this method the 
state did not come between physician and patient, 
the patient-doctor relationship was preserved, and 
the physician would not be in any sense a govern- 
ment servant in his practice. 

Provision was also made on a salary basis for the 
service of certain small isolated communities and 
for people living in scattered districts in which a 
physician ordinarily could not make a living. There 
are specialists on the staff of the free hospitals, and 
the patients of private specialists get the ordinary 
refund on their accounts for each attendance. Later, 
radiological, diagnostic, laboratory, and pathologi- 
cal services were established. Briefly, medical serv- 
ices are now available “free” to everyone from birth 
till death—“free,” but paid for by taxation. The cost 
of the general practitioner, however, absorbs but a 
fraction more than 12 of the 18 cents social security 
tax. Medical service is efficient. People are living 
longer. Maternal mortality is one of the lowest in 
the world. Neonatal deaths have diminished. Re- 
habilitation for invalidism is quicker than it used to 
be. Doctors are fully employed and can practice 
wherever they choose. There are some weaknesses 
in the system; there is undue reference of patients 


to hospital for things the physician should do for 
himself; there is waste of drugs; and in some cases 
there is a tendency to exploit the fund by overat- 
tendance; but on the whole it is satisfactory. 


NORWAY 


Causes of Death.—When a woman of 70 with a his- 
tory of rheumatic fever in childhood, angina pectoris 
in later years, and a possible infarct is found on ex- 
amination to present a systolic murmur over the 
apex, a bundle-branch block on an electrocardio- 
graphic examination, marked systolic and diastolic 
hypertension, chronic bronchitis, and emphysema, 
how is her death certificate to be worded? With this 
and kindred problems in his mind, Prof. H. J. 
Ustvedt (Tidsskrift for den norske lageforening, 
Sept. 1, 1958) set the staff of his side of Ullevaal 
Hospital the task of analyzing, in terms of death 
certificates, records of the 118 patients discharged 
in June, 1957. Half of this number were over the age 
of 60, and only 10% were under 40. None was under 
20. Each of five members of his staff listed these 
patient's ailments independently of each other. In 
only 18 cases did they agree on which were the 
principal diseases and which were complications or 
accessorv. In 32 cases there was a relative agree- 
ment, all being credited with the same diseases, but 
not necessarily in the same order of importance. 
By adding these 32 to the 18 already mentioned, it 
could be claimed that approximate agreement had 
been achieved in only 42% of the total. A substantial 
degree of disagreement was noted in particular with 
regard to atherosclerotic, rheumatic, hypertensive, 
and other forms of heart disease. Commenting on 
these findings, Ustvedt confessed that. far from solv- 
ing any problem, thev raise a whole series of ques- 
tions, calling for uniformity of diagnostic criteria, 
uniformity of nomenclature, and some coordination 
within hospitals over material for statistical handling. 


Rheumatic Fever.—Hést and Ustvedt ( Tidsskrift 
for den norske lagerforening, Sept. 15, 1958) used 
a modification of the Duckett Jones system of cri- 
teria for the diagnosis of rheumatic fever in an 
attempt to ascertain what changes this disease may 
have undergone in the recent past. The 174 cases 
observed at Ullevaal Hospital in the three-year 
period 1931-1933 were compared with the 121 cases 
in the five-vear period 1952-1956. The hospital ree- 
ords of each of these 295 cases was critically scruti- 
nized with regard to the diagnostic criteria used. 
There was complete agreement with the Jones cri- 
teria in 86% of the first and 81% of the second 
group. In both groups it would thus seem that the 
diagnoses had, on the whole, reflected discriminat- 
ing accuracy. To judge by this comparison the dis- 
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ease has shifted in character, with fewer severe cases 
with involvement of the heart and fewer relapses. 
While in the first group the sexes were equally rep- 
resented, females predominated in the second group 
in the ratio of 3:2. Patients under 20 years of age 

were equally represented in the two groups, but 
cally T% of the patients tn the ost group 
were over 50, this was the case with 27% in the 
second group. In a retrospect of earlier publications 
on the subject, it is pointed out that opinions as to 
the decline in the frequency and severity of rheu- 
matic fever have been unavoidably vague for want 
of straightforward criteria which render a disease 
like pernicious anemia amenable to accurate diag- 
nosis. At present, the closest approach to accuracy 
is by such a system of criteria as that used by 
Duckett Jones. 


The State Institute of Public Health.—With its staff 
of 14 physicians, 8 pharmacists, and a budget run- 
ning into many millions, the State Institute of Public 
Health in Oslo is now so much taken for granted 
that there is risk of the services it renders to the 
community being overlooked—hence the importance 
of its annual report for 1957 (supplement to Tids- 
skrift for den norske lageforening, Aug. 15, 1958). 
Most of the bacterial vaccines, toxoids, and serums 
needed in Norway are produced by the institute's 
serum department. Those vaccines that have to be 
imported from abroad include that for poliomyelitis 
which is imported from Denmark and the United 
States and small quantities of certain typhus, plague, 
and yellow fever vaccines. The cowpox vaccine de- 
partment is the sole producer of cowpox vaccine in 
Norway. Attempts are being made to reduce the 
bacterial content of the calf vaccine and to increase 
the stability of cowpox vaccine grown on tissue cul- 
tures. In 1957 a case of postvaccinal encephalitis 
with recovery was reported. There is also the bac- 
teriological department which carries out bacterio- 
logic and serologic tests. In 1957 there were 47,787 
specimens examined for tubercle bacilli. The sero- 
diagnosis department includes a Wassermann lab- 
oratory which in 1957 examined 83,741 specimens 
for the diagnosis of syphilis by complement fixation 
and flocculation tests. Another laboratory dealt with 
influenza problems, including those raised by the 
epidemic in the last four months of 1957. Another 
unit is the chemistry department which is concerned 
with chemical investigations of drinking water and 
sewage. In 1957 the methodology department was 
created. It deals with special problems in the fields 


of microbiology and biochemistry. 


Shortage of Radiologists.—At the end of last year 
about 50% of the hospital posts for radiologists were 
vacant for want of applicants. This illustrates the 
working of the law of demand and supply, but it 
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must be carefully explained to the public hospital 
authorities who have not hitherto fully appreciated 
what it costs to become a radiologist. As pointed out 
by Dr. O. Grénvik, chairman of the Junior Physi- 
cians Association, the physician who has graduated 
as such must take six to seven additional years in 
order to qualify as a fully trained radiologist, having 
under the best of circumstances to spend four of 
these years in the radiological department of a hos- 
pital. The health authorities have decided that the 
radiologist must not exceed a 40-hour week on ac- 
count of the dangers inherent to his work, but in 
practice no Norwegian radiologist keeps within this 
limit, such is the call on his services. Even when a 
young radiologist becomes qualified for one of the 
relatively few high appointments, he may hesitate 
before accepting it for fear of finding himself 
swamped by work for which he has no assistant. 
Something could be done to encourage the recruit- 
ing of junior radiologists by allowing them certain 
emoluments hitherto denied them in certain hos- 
pitals. Although the practice of such hospitals to 
pay the surgeon called on to deal with a casualty 
brought to hospital but to pocket the corresponding 
fee charged the patient for the services of radiologist 
working in cooperation with the surgeon has led to 
disputes, it is not so much a matter of fees in isolated 
instances as the long-term future of the would-be 
radiologist that is making him hesitate in his choice 
of calling. Because it takes so long to become a 
radiologist, there is little prospect of the present 
stalemate being corrected in the near future. 


SWITZERLAND 


Iproniazid and Angina Pectoris.—Schweizer and 
von Panta (Schweiz. med. Wehnschr. 88:822, 1958) 
gave 150 mg. a day of iproniazid to 100 ambulatory 
patients with angina pectoris for 12 to 222 days. 
The pain on effort disappeared in 48 patients and 
was improved in 49. In three the drug had no effect; 
63 were completely and 29 partially relieved from 
pain at rest. Improvement was noted after an aver- 
age of 7 (2 to 18) days. The optimal therapeutic 
effect was reached before the 20th day and re- 
mained constant during the trial period in 98 pa- 
tients. After the drug had been discontinued, pain 
reappeared in 74 within 10 to 20 days. The electro- 
cardiogram at rest remained unchanged in 57 pa- 
tients; the ischemic changes decreased in 30 and 
increased in 13. The arterial pressure was dimin- 
ished in 25% of the normotensive and in 73% of the 
hypertensive patients. In 40% there was an ortho- 
static hypotension. A decrease of the hypotensive 
effect of iproniazid during the trial period was ob- 
served in 36 patients. Serious complications oc- 
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curred in 14 patients: myocardial infarction in 4, 
cerebrovascular accident in 2, congestive heart 
failure in 4, urinary retention in 2, and psychosis 
in 2. Three patients died, two with myocardial 
infarction and one with cerebrovascular accident. 

Such undesirable side-effects as impotence, in- 
somnia, and constipation were observed in 89 pa- 
tients. These side-effects made it necessary to cease 
the trial in 46. In most of these patients the drug 
had a marked effect on the pain. Unfortunately the 
side-effects prohibited the administration of an 
effective dosage over a prolonged period of time in 
about half the patients. In most, the effective dos- 
age was 150 mg. a day. It cannot yet be stated 
whether or not a drug tolerance develops. There 
are no indications that iproniazid has any effect on 
the myocardial ischemia or on the natural course 
of the disease. On the other hand the disappear- 
ance of the signal pain has not been proved to be 
harmful. The danger of serious complications ne- 
cessitates careful observation of the patient. In the 
presence of cerebral arteriosclerosis or of a marked 
increase of the size of the heart, the administration 
of iproniazid is not advisable. 


UNITED KINGDOM . 


Public’s Views on Cancer.—The public's views on 
the cause of cancer were obtained through inter- 
views with a random sample of the adult popula- 
tion of Edinburgh by Cartwright and Martin ( Brit. 
M. J. 2:592, 1958). Only 1% of those questioned 
knew that cancer could attack children. Between 
25 and 33% considered it primarily a disease of 
persons above the age of 45. There were no indica- 
tions of cancerophobia in the population at large. 
When asked which of five selected causes of death 
was responsible for the greater number of deaths 
in the population, 35% said heart disease, 32% said 
traffic accidents, and 27% said cancer. Women were 
more cancer-conscious than men. Of those ques- 
tioned, 75% thought that cancer was ultimately 
fatal, and more than 33% said that they would 
rather not know if they had cancer. It is now quite 
widely believed that smoking is a cause of cancer. 
When asked specifically, 30% said that smoking 
was a possible cause. The cause of cancer most 
frequently suggested was knocks, bumps, or bruises. 
Then in descending order of frequency came smok- 
ing, air pollution, inheritance, fatigue, worry, and 
“overstrain.” No opinion on the cause of cancer was 
given by 34%, and 12% thought that it was com- 
municable. Curiously enough, the number of peo- 
ple who gave up smoking on the grounds of expense 
was greater than those who gave it up for health 
reasons. 


Psychological Medicine in General Practice.—A 
working party of the Council of the College of 
General Practitioners studied psychological medi- 
cine in general practice at the request of the Minis- 
try of Health ( Brit. M. J. 2:585, 1958). They found 
that psychological medicine was an integral part of 
all general practice. Every good family physician 
must be a good psychologist. To misdiagnose psy- 
chological illness is just as bad as misdiagnosing 
organic disease and may lead to even greater un- 
happiness. So much medical teaching is concerned 
with organs and tissues that the family doctor may 
lose sight of the patient as an individual with fears, 
anxieties, guilt feelings, and inadequate relation- 
ships with other people. It is considered by general 
practitioners that about 30% of their patients have 
some form of psychiatric disturbance. These fall 
into five main groups which frequently overlap. 
They are anxiety and depression from emotional 
stress, constitutional liability to anxiety or depres- 
sion, constitional personality and behavior difficul- 
ties, psychoses, and organic brain disease. The last 
two are comparatively rare, but involutional depres- 
sion and arteriosclerotic senile dementia are by no 
means uncommon. 

Every organic illness has its natural psychological 
component, which may be hardly noticed or severe. 
Such conditions as cancer, venereal disease, ar- 
thritis, and heart disease may be accompanied by 
superadded emotional upset, while others—premen- 
strual tension, spastic colon, ulcerative colitis, asth- 
ma, and eczema—are on the borderline between 
the physical and psychological. Certain symptoms 
are particularly prone to cause reactive anxiety or 
depression. Many of these patients with psychologi- 
cal disturbances have to be supported and managed 
by their family physician. The general practitioner 
starts with an advantage over the consultant in the 
management of these patients because of his knowl- 
edge of their background and their families. Re- 
sponsibility for mental health will rest more and 
more on the general practitioner in the future. A 
great deal remains to be done before he is skilled 
enough and adequately equipped to do as good 
work in this field as he is able. 

Psychological medicine should be taught more 
thoroughly to all medical students, and more op- 
portunities for postgraduate training in it should be 
open to all general practitioners. It might be ad- 
vantageous for a group of physicians to have one 
partner who, though still in general practice, has 
been specially trained in this branch of medicine. 
In helping their patients with psychological illnesses 
family doctors should take more opportunity to 
develop team-work in the ancillary health services 
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to which they have access. The Ministry of Health 
should investigate the possibility of ph wy more 
opportunities and recognition to general practi- 


tioners with a special interest in psychological med- 
icine. 


Ischemic Heart Disease.—Thomas and co-workers 
estimated the prevalence of ischemic heart disease 
in South Wales ( Lancet 2:540, 1958). The cardio- 
vascular status of 100 miners from an industrial 
area was compared with that of 100 men from an 
agricultural area nearby. The age range was 55 to 
64. A pilot survey in which clinical, radiologic, and 
hic evidence was used for diagno- 
sis suggested - strongly that the electrocardiogram 
was the most useful in assessing cardiac status. The 
clinical examination was sometimes of value, but 
the posteroanterior chest x-ray was of little diag- 
nostic aid. The same clinician made a diagnosis 
on the clinical and electrocardiographic evidence, 
and all electrocardiograms were interpreted by 
three cardiologists, whose findings varied widely. 
Two indexes of ischemic heart disease were used 
—the clinical index, based on clinical assessment, 
electrocardiozraphy and radiography by one cardi- 
ologist, and the electrocardiographic index, based 
on agreement between three cardiologists that an 
electrocardiogram showed changes compatible with 
the diagnosis of ischemic heart disease. The preva- 
lence in these men, based on clinical assessment, 
was 25% in the agricultural area and 38.3% in the 
mining area. The figures based on electrocardio- 
graphic assessment were 17% and 21.3% respec- 
tively. Though the mining group seemed to have 
a somewhat higher prevalence of ischemic heart 
disease, the difference was not statistically signifi- 
cant. Those affected were both taller and heavier 
than the others. The siblings of the men with is- 
chemic heart disease had a higher mortality than 
the siblings of the controls. No significant difference 
was noted in the mean serum cholesterol levels in 
those with and those without ischemic heart dis- 
ease. 


Sane 


New H Agent.—The results obtained 
in 43 diabetics treated with a new hypoglycemic 
agent, chlorpropamide, were reported by Murray 
and co-workers (Lancet 2:553, 1958). Chlorpropa- 
mide, or N( propyl-N-chlorobenzene ) sulfonyl urea, 
which is chemically related to carbutamide and 
tolbutamide, was given to a group of diabetics 
who had had diabetes for less than 10 years, who 
were either not taking insulin or had not been tak- 
ing it for more than two years and who were over 
40 years old. Diet alone failed to control the dia- 
betes in most of these patients. Thirteen were hos- 
pitalized, and 30 were outpatients. The drug was 
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given as a single daily dose of 1 Gm. orally. If after 
a few days treatment a good response was obtained, 
the dose was reduced to the lowest effective level. 
A satisfactory response was obtained 
in 28 of the 43 patients treated, or in 65%. Ketonuria 
had been previously noted in 27% of the failures, 
compared with 4% of the successes. If a favorable 
response occurred, judged by a sugar-free urine, it 
did so by the second or third day, and always 
within a week. In the responders the mean blood 
sugar level fell from 273.5 mg. per 100 ml. before 
treatment to 161.8 mg. at the end of two weeks, 
while in the nonresponders the mean figures were 
364.5 mg. and 304.5 mg. The mean daily glucose 
output was reduced from 35.5 to 3.4 Gm. in the 
responders, and in the nonresponders it remained 
constant at 58 to 60 Gm. daily. 

Over half the had been previously 
treated with carbutamide or tolbutamide. The im- 
pression gained was that chlorpropamide was less 
potent than carbutamide but more potent than tol- 
butamide. Increasing the dosage to 3 Gm. daily 
brought under control three patients who did not 
respond well to 1 Gm. daily initially. As it was not 
thought desirable to give more than 1 Gm. daily, 
this dosage was considered excessive and the cases 
were regarded as failures. There were no serious 
toxic effects, such as leukopenia or thrombocyto- 
penia. Nine patients complained of nausea, a dif- 
fuse erythematous rash, and drowsiness. Increasing 
the daily dose from 1 to 2 Gm. often caused these 
side-effects. 


Cost of Iron Preparations.—The cost of iron prep- 
parations for oral use in general family and hospital 
practice was investigated by Davidson and Rich- 
mond (Lancet 2:570, 1958). They stated that fer- 
rous sulfate tablets, with or without added trace 
elements, and whether bought as a proprietary or 
nonproprietary preparation, were the cheapest form 
of iron for oral medication. Since ferrous sulfate 
raises the hemoglobin level as effectively as other 
iron salts, such as the gluconate and succinate, and, 
when given in comparable doses of elemental iron, 
is no more likely to cause gastric upsets, it should 
be the first choice for oral iron therapy. An analysis 
of hospital prescriptions showed that ferrous sulfate 
forms 46% of all the iron preparations prescribed, 
while the newer organic iron preparations form 
4%. In general . however, ferrous sulfate 
tablets form only 23% of all the iron preparations 
prescribed, whereas the more expensive organic 
preparations form 77%. The cost of iron tablets to 
the National Health Service is about $150,000 per 
month, but if ferrous sulfate were always pre- 
scribed whenever iron for oral use is required, the 
annual saving would be nearly $1,000,000. 
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Effect of Acute Digitalization in Patients with 
Rheumatic Heart Disease. L. Werké, H. Eliasch, 
B. Thomasson and E. Varnauskas. Cardiologia 33: 
— (No. 3) 1958 (In English) [Basel, Switzer- 


The immediate effect of the administration of 
cardiac was studied in 56 patients with 
rheumatic heart disease. Four of these patients had 
aortic valvular disease only, 31 had pure mitral 
stenosis, 1 had mitral incompetence, 8 had multi- 
valvular involvement, and the remaining 12 had 
mitral stenosis associated with other disease. Ten 
patients were in congestive failure. In 20 patients 
the clinical diagnosis was confirmed by autopsy. 
Lanatoside C was given to 37 patients in a dose 
varying between 0.4 and 1.6 mg., strophanthin K 
was given to 11 patients in a dose of 0.5 mg., Scil- 
laren was given to 6 patients in a dose varying 
between 0.5 and 1 mg., and acetyldigitoxin was 
given to 3 patients in a dose of 0.6 mg. The cardiac 
output and the pressures in the pulmonary and 
systemic circulations were determined before the 
drug was administered and 30 and 60 minutes after 
the drug was given. In 6 patients the response to 10 
minutes of exercise was studied 30 to 40 minutes 
after the drug was given. In 2 patients similar ex- 
ercise studies were performed both before and 30 
minutes after lanatoside C had been administered. 
In 7 patients the effect of the cardiac glycoside was 
studied after the extracellular fluid volume or 
plasma had been increased by rapid intravenous 
infusions of crystalloid or colloid solutions. In 2 


to 48 + 0.95 mm. Hg). The pulmonary arterial 
blood pressure decreased in some patients, and its 
drop was most pronounced in the patients with 
atrial fibrillation who were not in congestive heart 
failure (39.8 + 4.09 to 31.2 + 3.34 mm. Hg). The 
cardiac output increased only in the patients in 
congestive heart failure. The stroke volume in- 
creased only in the patients with atrial fibrillation 
in those not in congestive failure, from 39.8 + 4.45 
to 51.1 + 5.09 mm. Hg; in those in 

failure, from 36.7 + 4.61 to 48.2 + 5.73 mm. Hg. 
The heart rate usually decreased. This was most 


no difference was found among the 
drugs. The exercise tolerance was greatly improved 
in the patients with atrial fibrillation but not in 
those with sinus rhythm. Digitalization did not in- 
fluence the hemodynamics to any great extent in 
the patients without congestive faifure in whom 
the plasma volume was increased with infusions of 
crystalloid or colloid solutions. In 2 patients severe 
pulmonary edema occurred in the course of treat- 
ment. The edema did not disappear as a result of 
treatment with lanatoside C in one patient and 
with strophanthin in the other; administration of 
oxygen relieved the anoxia, and after additional 

and 


Patients with mitral stenosis and sinus rhythm 
should be digitalized only if they have signs of 
congestive heart failure or if left ventricular failure 
is suspected (in the presence of arterial hyperten- 
sion, mitral incompetence, or aortic valvular dis- 
ease). Patients with mitral stenosis and atrial fibril- 


1575 
marked in patients with atrial fibrillation. Stro- 
phanthin K and Scillaren had the most rapid action, 
but the rapidity of action of lanatoside C and ace- 
tyldigitoxin almost equalled that of the first 2 drugs. 
edema disappeared. 

patients pulmonary edema occurred early in the 

procedure. In these patients the effect of therapy 

with lanatoside C and strophanthin K, respectively, 

was studied before any other treatment was insti- lation should always be digitalized regardless of 

tuted. i Oats the occurrence of signs of failure of the right heart. 

It was found that in acute digitalization the right Further studies regarding the behavior of patients 
atrial with mitral stenosis during exercise in different 
stages of digitalization seem to be indicated. 
patients with right heart failure (from 10.8 + 1.54 
= a So ation of the periodicals appears in brackets pre- Some Aetiolo gica ] Aspects of Coronary Heart Dis- 

Periodicals on file in the Library of the American Medical Association ease: An Indian Point of View Based on a Study 
of 867 Cases Seen During 1948-55. R. P. Malhotra 
te its sclontife periodicals, Requests for periodicals shout be Pathania. Brit. M. J. 2:528-531 (Aug. 30) 
addressed “Library, American Medical Association.” Periodical files 1958 (I andon} 
cover 1949 to date only, and no 
No members, others is 1! a 
— cach Only bo eno The authors report on 754 men and 113 women 
ten fre with coronary heart disease who were admitted to 
but can & enter. as a rule are the hospital or seen in private practice in Amritsar in 
from them. i ' wad the Punjab, India, between 1948 and 1955. Obser- 
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vations on these patients concerning age (including 
the younger age groups), profession, family history, 
body build in general, and association with diabetes 
mellitus and hypertension did not in any way differ 
from those of Western workers. The ratio of men 
to women was more or less the same as that de- 
scribed by Western workers; thus, the degree of 
relative immunity from coronary disease enjoyed 
by the female sex in India is no greater than in the 
West despite the fact that women lead a compara- 
tively much more sheltered and indoor type of life. 
that they are mostly vegetarians, and that addic- 
tion to tobacco or alcohol is practically unknown 
among them. 

The role of the fat content of diet in the causa- 
tion of coronary disease is a controversial point. 
The fat content of the diet taken by most of the 
867 patients was poor as compared with European 
standards. Consequently it seems difficult to believe 
that dietary fat can play any significant part in the 
causation of coronary disease. The observations on 
these patients showed that vegetarians are no less 
prone to the occurrence of coronary disease, and 
the same is true of nonsmokers, since no less than 
50% of the patients belonged to the Sikh sect whose 
religion forbids smoking. Obesity has long been 
recognized as an important predisposing factor. Of 
the 754 men, 204 were obese, 500 were of average 
type of build, and 50 were thin; of the 113 women, 
48 were obese, 57 were of average type of build, 
and 8 were thin. These data suggest the greater 
importance of obesity in the causation of coronary 
disease in women than in men. 

Coronary disease is a major cause of deaths in 
countries that are materially more advanced. Of 
the 867 patients, only 123 (14%) were from rural 
areas, but this finding does not justify the assump- 
tion that the disease is less prevalent among per- 
sons living in places remote from modern civiliza- 
tion. Patients from villages came to the town 
hospitals only when they were severely disabled 
by congestive heart failure or when their physical 
activity was seriously curtailed by severe anginal 
pain on effort. Brief or mild episodes of coronary 
disease remained unnoticed, and the same was 
true for sudden deaths. Furthermore, small villages 
near big towns cannot be considered rural in the 
real sense of the word. A great deal of work and 
money would be required for an investigation in 
those remote areas of India in which the mode of 
life continues to be what it was in the 18th century. 
With the present standard of vital statistics in In- 
dia, it is difficult to give the true incidence of 
coronary disease in this part of the world. But with 
867 cases of coronary disease (28.4%) occurring 
among a total of 3,054 patients with diseases of the 
heart seen during the observation period, it is diffi- 


J.A.MLA., Nov. 15, 1958 


Traumatism in the Pathogenesis of Primary Rheu- 
matism. L. Schiavetti and A. inoff. Poli- 
clinico (sez. prat.) 65:1015-1025 (June 30) 1958 (In 
Italian) [Rome]. 


The authors reviewed the history of 400 patients 
with rheumatic disease, who were treated at the 
Center of Rheumatology in Rome during the period 
1952-1957, and found that 14 of them (3.5%) had a 
post-traumatic rheumatic arthritis. Traumatism is 
probably an aspecific, pathogenetic factor which 
contributes to the clinical manifestation of primary 
rheumatism (rheumatic fever, rheumatoid disease, 
and ankylosing spondylitis) in persons who are pre- 
disposed to the disease. This correlation was more 
clearly observed in instances of acute rather than 
in chronic rheumatic disease. A period varying be- 
tween 13 and 25 days elapsed between the trau- 
matic episode and the manifestation of the rheu- 
matic disease. 

The case of a woman, aged 36 years, is reported, 
which illustrates the pathogenetic correlation be- 
tween traumatism and primary rheumatic disease. 
The patient had had post-traumatic hydrarthrosis 
in the right knee 4 years previously. The synovial 
fluid showed no evidence of inflammatory reaction, 
and the disorder subsided shortly. However, swell- 
ing associated with an intra-articular inflammatory 
exudate reappeared 3 months later, and after that 
at irregular intervals. The disease developed into 
intermittent hydrarthrosis. An injury to the left 
hand, which occurred 2 vears later, was followed 
by rheumatic arthritis; this process involved the 
patient's ankles and knees the following vear. 

The correlation between traumatism and primary 
rheumatic disease is also relevant in problems of 
health insurance and industrial health. The phy- 
sician sometimes has to evaluate the extent to 
which a mechanical injury has contributed to the 
development of a rheumatic disease, or he may be 
called upon to dissuade persons who are predis- 
posed to rheumatic disease from engaging in ac- 
tivities exposing them to acute or chronic mechan- 
ical injuries. 


Dicumarol and Serum Uric Acid. O. E. Hansen 
and C. Holten. Ugesk. lager 120:974-975 (July 24) 
1958 (In Danish) [Copenhagen]. 


A uricosuric effect of Dicumarol has been ob- 
served. In most of the 40 patients given anticoag- 
ulant treatment with heparin prolongatum and 
Dicumarol, there was a reduction of over 20% in 
the serum uric acid value. The uric acid determina- 
tions were made as double measurements accord- 
ing to the Praetorius method. The question is 
raised as to what extent the improved prognosis in 
ischemic cardiac disorders after treatment with 
anticoagulants depends only on the prolonged co- 
agulation time, or whether the effect of these agents 
on the uric acid metabolism may be significant. 


cult to share the view held by Western workers 

that coronary disease is uncommon in materially 

less-favored countries. 
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The Salicylate Problem with Reference to 
Methyl Salicylate. H. M. Cann and H. L. Verhulst. 
J. Pediat. 53:271-276 (Sept.) 1958 [St. Louis]. 


The widespread use of acetylsalicylic acid, the 
extreme toxicity of methyl salicylate, and the pub- 
lic’s unawareness of the toxicity of these substances 
are the main reasons for the extent of this prob- 
lem. When a child has accidentally ingested a 
salicylate product, treatment should be started as 
soon as possible. In all cases the stomach must be 
emptied promptly, and mild intoxication can be 
remedied by this procedure alone. Since methyl 
salicylate delays stomach emptying, gastric lavage 
may, therefore, be carried out as long as 4 to 6 
hours after ingestion. If gastric lavage is performed, 
sodium bicarbonate should not be used, since it 
enhances salicylate absorption from the gastroin- 
testinal tract. In 2 of the 3 cases cited, in which 
children died from accidental ingestion of methyl 
salicylate (wintergreen oil), despite labeling on the 
bottle, the warning was not heeded that the drug 
should be “kept out of the reach of children.” In 
none of the 3 cases were immediate attempts made 
to empty the stomach, and proper therapy was 
delayed. In one case the similarity of a methyl 
salicylate container and a cough medicine con- 
tainer was apparently the cause of the fatal acci- 
dent. The of some physicians in advising 
hospitalization—if only for overnight observation— 
in most cases of salicylate ingestion, whether or not 


in all instances of salicylate overdosage. The latter 
is especially important in methyl salicylate poison- 
ing where the usual asymptomatic period after in- 
gestion makes prolonged observation mandatory. 

In acute salicylate poisoning, water is lost from 
the body by diaphoresis, hyperpnea, vomiting, and 
diarrhea, which loss results in impaired renal func- 
tion and decreased salicylate excretion. The hypo- 
prothrombinemic effect of salicylates, which can 
be corrected by the administration of vitamin K 
preparations, is well known. The treatment of 
established salicylate intoxication consists of giving 
fluids intravenously (orally in mild cases) to correct 
the existing water deficit; dextrose is administered 
to combat ketosis, intravenously administered cal- 
cium gluconate is given in the event of tetany, and 
oxygen should be administered if convulsions oc- 
cur. Base solutions are contraindicated in the early 
stages, as they may lead to tetany, convulsions, and 
death, and they should not be given until acidosis 
supervenes some 4 to 6 hours later. Although there 
are some individuals who feel that sodium bicar- 
bonate is not harmful when given early in the 
course of the development of symptoms, and de- 
spite the fact that renal excretion of salicylates is 
enhanced in the presence of an alkaline urine, base 


therapy must be administered cautiously, as rapid 
correction of the acidosis may result in alkalosis. 
Barbiturates, paraldehyde, and morphine are defi- 
nitely contraindicated because of their synergistic 
effect with the salicylates in producing central 
nervous system depression. Good clinical results 
have been obtained with hemodialysis, and ex- 
change transfusion has been used in cases of methyl 
salicylate poisoning with favorable results. 


Admitted into the J. A. 

dian M. A. 31:53-58 (July 16) 1958 (In English) 
[Calcutta]. 


The authors report on 477 adults and 23 children 
with influenza who were admitted to a group of 
hospitals in Gwalior, Madhya Province, India, be- 
tween June 1 and July 31, 1957, when the influenza 
epidemic engulfed the Gwalior area which includes 
3 towns, namely, Lashkar, Gwalior, and Morar. 
The cases of influenza were distributed among the 
3 on groups (Hindu, Moslem, and Christian) 

to the number of persons in each 
ae Most of those affected (74.2%) were between 
the ages of 16 and 30 years. Males predominated 
in a ratio of 7 to 1 among adults and of 5 to 1 


the attack rate at Gwalior was 20% of the popula- 
tion. Fever, headache, cough, and body ache con- 
stituted the major tetrad of symptoms. Weakness 
and lassitude were present in only 4.2% and giddi- 
ness in only 2.1% of the patients. There was a small 


served. Laboratory studies were done on 100 
tients; 91 of these had a normal white 


All the patients were treated in separate wards 
to prevent spread of the infection to other patients 
in the hospital. The patients were kept under com- 
plete rest for at least 4 days even after the tempera- 
ture was restored to normal, since premature ac- 
tivity was an important cause of relapse. Of the 500 
patients, 237 were given salicylates, and 193 re- 
ceived salicylates and intramuscular injections of 
crystalline penicillin; 30 patients were treated with 
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every variety of occupation. Roughly estimated, 
symptoms have occurred, emphasizes the necessity ee 
of prompt, vigorous therapy and close observation 
proportion of patients with only local symptoms, 
such as coryza and sore throat. Vomiting and rigor 
were sometimes very prominent in children, and 
atypical symptoms, such as dyspnea, giddiness, and 
increased frequency of micturition, were also ob- 
cell 
count, 5 had leukocytosis, and 4 had leukopenia. 
The erythrocyte sedimentation rate was increased 
in 84 patients and was normal in 16. The course of 
the disease lasted from 3 to 5 days in most of the 
patients, but in some patients it was prolonged to 
7 days. There were no significant complications. 
The relapse rate was about 5%. There were no 
deaths. 
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salicylates, crystalline and procaine penicillin, and 
dihydrostreptomycin, 20 with sulfonamides, and 20 
with crystalline penicillin alone. The number of 
days required to cure the patients ranged from 3 
to 7 in each of the 5 groups. It was concluded that 
drugs did not modify the course of the disease. 


Blood Ammonia Determinations in Liver Diseases. 
Li P’ei-Kuang, Lu Han-Ming, Ho Chih-Hsiung and 
others. Chinese M. J. 76:529-542 (June) 1958 (In 
English) [Peking, China]. 


The relationship of the liver and of the portal 
circulation to the metabolism of ammonia was 
recognized more than 60 years ago when the syn- 
drome called “meat intoxication” was observed in 
Eck-fistula dogs with high blood ammonia levels. 
Later evidence was found that the elevation of 
blood ammonia levels might be one of the impor- 
tant causes underlying hepatic coma. The occur- 
rence of episodic stupor in patients who have un- 
dergone portacaval anastomosis is likewise asso- 
ciated with elevated blood ammonia levels. The 
authors made 226 determinations of the ammonia 
content of the peripheral blood in 97 patients with 
a variety of liver diseases and several miscellaneous 
conditions, with or without involvement of the 
liver. The blood ammonia was determined by Con- 
ways microdiffusion technique, as modified by 
Ting and Liu. Results were expressed in micro- 
grams of ammonia-nitrogen per 100 ml. of blood. 
In normal controls the figures ranged between 20 
and 50 mcg. per 100 ml., and 50 mcg. per 100 ml. 
was therefore accepted as the upper normal limit. 

The authors have tabulated the ammonia-nitro- 
gen values obtained in patients with cirrhosis of 
the liver, hepatitis mostly of viral origin, primary 
carcinoma of the liver, amebic abscess of the liver, 
schistosomiasis, nephritis, gastrointestinal diseases, 
cardiac disorders, and miscellaneous diseases. The 
results suggest that the ammonia-nitrogen values 
may, to a certain extent, reflect the functional state 
of the liver. An elevation of the ammonia level is 
usually observed in cases of liver diseases with dif- 
fuse parenchymatous damage and _portal-systemic 
shunt or collateral circulations. In hepatic coma or 
precoma the ammonia-nitrogen values are usually 
very much elevated, greatly exceeding the values 
observed in the same patient during the absence 
of coma. It is, therefore, believed that the disturb- 
ance of ammonia metabolism must be one of the 
important causes of hepatic coma. 

The ammonium chloride tolerance test was made 
in a group of patients with and in a group without 
hepatic insufficiency and collateral circulation. The 
results of this test differed greatly in these 2 
groups, and it is suggested that this test may sup- 
plement the simple blood ammonia-nitrogen de- 
terminations. 


Primary Renal Hypokalemia— Aldostero- 
nism. G. Alsted and P. H 


Primary 
alberg. Ugesk. lager 
— (July 24) 1958 (In Danish) [Copen- 
gen]. 


The differential diagnosis between primary renal 
hypokalemia and primary aldosteronism is difficult 
but extremely important. In hypokalemia con- 
tinued potassium treatment must be applied, while 
aldosteronism can be cured radically by operation. 
A case of potassium-losing nephritis in a woman, 
aged 43 vears, is described. There had been no 
nage 9 renal disorder. The chief symptoms were 
loss of weight, progressive muscular adynamia, 
slight proteinuria, polvdipsia, polyuria, and hypos- 
thenuria. There were hypokalemia and _ typical 
changes in the electrocardiogram. Potassium ther- 
apy was instituted, but the patient died within 2 
weeks after admission. At autopsy nephrotic 
changes were found in the kidneys, but there was 
no evidence of acute or chronic renal infection. 
The adrenal glands were morphologically normal; 
the pituitary gland was somewhat enlarged; and 
mi examination revealed an_ increased 
number of basophil cells in small adenoma-like 
groups. Technical facilities for determining the 
aldosterone excretion were not available. Because 
of the findings in the hypophysis and the absence 
of primary infectious renal changes, and in spite 
of the absence of a tumor in the adrenal cortex, 
the case is regarded as one of primary aldostero- 
nism. 


UROLOGY 


Retrograde Ejaculation as Cause of Sterility in the 
Male. A. M. C. M. Schellen. Nederl. tijdschr. 
geneesk. 102:1252-1253 (June 28) 1958 (In Dutch) 
[Amsterdam]. 


The author presents the history of a 35-year-old 
man who had been married for 8 years but who had 
no children. The history revealed that during coitus 
the patient had the sensation that, while semen 
was expelled, there was no ejaculum. Since the 
patient's genitalia seemed to be free from patholog- 
ical changes, he was told to urinate shortly before 
and shortly after cohabitation and to collect the 
postcoital specimen for examination. Two post- 
coital specimens of urine revealed the presence of 
normal spermatozoa. The author feels that the pa- 
tient has an idiopathic form of retrograde ejacula- 
tion. If a patient with this condition requests treat- 
ment for sterility, urologic therapy may be con- 
templated but is often found impracticable. Artifi- 
cial insemination may be effected with seminal 
fluid obtained from the patient's bladder. The au- 
thor found reports of 8 similar cases in the litera- 

ture and believes that more cases will be recog- 
and if retrograde ejaculation is thought of in pa- 
tients with aspermia. 
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Vesicoureteral Reflux in Children. B. W. Jones and 
W. — J. Urol. 80:114-115 (Aug.) 1958 


The authors report on 70 boys and 30 girls, their 
ages ranging from 14 days to 14 years, who were 


out history or findings suggestive of urinary tract 
disease. These patients had a nonu admis- 
sion with a negative urinalysis. Of the 100 children 
examined by voiding cystography, only 1 exhibited 
vesicoureteral reflux. Subsequent examination of 
the patient with vesicoureteral reflux revealed blad- 
der neck contracture, and a transurethral resection 
was performed with an uneventful postoperative 
course. Follow-up studies 6 months later demon- 
strated bilateral reflux on voiding cystography, no 
residual urine, and negative urinalysis. It is the 
authors’ belief that children with normal urinary 
tracts will not exhibit vesicoureteral reflux. Thus, 
this study supports the findings of those who claim 
that vesicoureteral reflux occurs only in the pres- 
ence of demonstrable uropathy. 


OTOLARYNGOLOGY 


Executive's Dysphonia: A Study of 49 Patients. 
W. H. Gardner. Cleveland Clin. Quart. 25:177-186 
(July) 1958 [Cleveland]. 


The subjects of this study were 49 business men 
who had been referred for examination of the voice. 
The majority were from sales and personnel de- 
partments. They were selected on the basis of 2 
criteria: (1) the patient held an executive position 
that involved command of and communication with 
a large number of persons, and (2) his vocal dis- 
order could be classed as functional dysphonia. 
The patients ranged in age from 32 to 70 vears. 
Forty-four of the 54 findings among the otolaryn- 
gologists were in patients with functional dys- 
phonia, 6 in those with contact ulcers, and 4 in 
those with nodules. Chronic rhinitis was the single 
most frequent finding. The duration of the vocal 
disorders ranged from 1 month to 20 years. The 
49 patients reported 243 symptoms: 153 by those 
having functional dysphonia, 63 by those having 
contact ulcers, and 27 by those having nodules. 
Hoarseness was reported by all the patients. A total 
of 194 vocal deviations, including hoarseness, mo- 
notony, and breathy voice, were observed by the 
voice therapist, an average of 4 deviations per pa- 
tient. More than half of the 49 patients had limited 
ranges of speaking pitch. 

In addition to voice therapy that was recom- 
mended for all 49 patients, antihistaminics or hypo- 
allergics (16), diet and vitamins (16), no smoking 
(6), prednisone (3), and tranquilizers (2) were ad- 
vised for 43 of the executives having dysphonia. 


Voice therapy was successful in all of the 37 pa- 
tients who participated in the program; 31 achieved 
clear voices, and 6 had improved voices. In 9 of 
the 10 patients having contact ulcers who received 
voice therapy, the ulcers disappeared or improved; 
and in 5 of the patients having nodules, the nodules 
cleared or i . The remaining 3 patients 
having contact ulcers who refused therapy re- 
mained unimproved; 1 of these developed an addi- 
tional granulation requiring surgery. Of the 9 pa- 
tients having functional dysphonia who did not 
receive voice therapy, 5 refused the therapy and 
appeared to be satisfied with the results of tran- 
quilizers; 3 refused the therapy because they were 
“too busy”; and 1 was referred to another therapist. 
The author is of the opinion that the best results 
are obtained with a combination of voice therapy 
and medical measures. 


Intermittent Parotid Swelling Due to III-Fitting 
Dentures—An Entity; Its Diagnosis and Treatment. 
A. C. Furstenberg and I. M. Blatt. Laryngoscope 
68:1165-1181 (July) 1958 [St. Louis]. 


The authors report on 3 women, between the 
ages of 46 and 72 years, with diffuse parotid swell- 
ing associated with pain and a feeling of pressure 
in the cheek while eating. All 3 patients had been 
wearing complete or partial dentures for many 
years. When salivary flow was stimulated by lemon, 
the parotid gland swelled. On massage of the paro- 
tid region, only a sluggish flow of clear saliva from 
a hypertrophic parotid papilla was noted. The cord- 
like dilated Stensen’s duct was palpable along its 
buccomasseteric course. On probing the duct, di- 
lated segments alternated with strictures. The wall 
of the duct imparted a gritty sensation on probing; 
this was caused by the hypertrophic and metaplastic 
duct epithelium. 

This condition of parotid swelling appears defi- 
nitely to be associated with the presence of den- 
tures. The patient is required to alter the mecha- 
nism of mastication in a manner which does not 
sustain the normal chewing habit. As food is being 
chewed on one side of the mouth, the parotid 
papilla on the opposite side tends to be sucked 
mesially and bitten. Mastication is further rear- 
ranged and altered when alveolar absorption oc- 
curs, allowing the dentures to shift about while 
chewing. When the parotid papilla is subjected to 
repeated trauma and inflammation, fibrous tissue 
proliferation and scar tissue cicatrization occur. 
This interferes with normal salivary flow, and the 
ensuing pressure behind the stricture results in 
dilatation of the duct of the gland. 
bacterial infection supervenes with a diffuse in- 
flammatory reaction along the buccomasseteric 
course of Stensen’s duct and with production of 
multiple inflammatory strictures. If a stricture in 
the secondary or tertiary ducts seals off a section 
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subjected to voiding cystography in order to de- 
termine whether reflux occurred in children with- 


of secreting acinar tissue, an inflammatory cyst 
may be formed. sialography is useful in 
making the diagnosis and in differentiating the 
condition from nonobstructive sialectasis. 

Surgical treatment in this series consisted of 
subtotal parotidectomy on one patient, in whom an 
inflammatory cyst was revealed by the parotid 
sialogram. Dochoplasty was carried out on the 
other 2 patients. Healing was prompt. Rapid re- 
gression of parotid swelling occurred in all 3 
patients, and they remained asymptomatic. Micro- 
scopic examination of the surgical specimen re- 
vealed stenosis, scar tissue formation, and meta- 
plasia of the duct epithelium. All these findings 
were compatible with traumatization of the parotid 
papilla. The syndrome of obstructive sialodochitis, 
with intermittent parotid swelling caused by ill- 
fitting dentures, may be regarded as a definite 
entity. 


THERAPEUTICS 


Advantages and Limitations of Additional Treat- 
ment of Tuberculous with Cortico- 
steroids. B. Dieckmann. Beitr. Klin. Tuberk. 118: 
252-261 (No. 4) 1958 (In German) [Berlin]. 


The author reports on 8 women and 6 men with 
tuberculous meningitis, who were treated con- 
tinuously with streptomycin and isoniazid until 
their cerebrospinal fluid was restored to normal; 
1 Gm. of dihydrostreptomycin was given first daily 
and later twice weekly by intramuscular route, and 
10 to 20 mg. of isoniazid was given orally. Seven 
of the 14 patients received, in addition, cortisone, 
hydrocortisone, or prednisolone orally, and 2 pa- 
tients with spinal block received these drugs also 
by lumbar and cisternal route. The survival rate in 
both groups of patients was the same; a 50-year-old 
man in the cortisone group died after temporary 
improvement at the end of the 11th week of treat- 
ment, and a 54-year-old woman in the other group 
died in the 4th week. The surviving patients in the 
cortisone group were followed for 1 to 1‘ years 
and those in the other group for 2 to 4 years after 
their discharge from the hospital. All 12 surviving 
patients remained free of recurrences, but one of 
those who had not received cortisone therapy still 
had spastic paresis of both legs and another had 
paralysis of the right peroneus muscle. Two women 
in the cortisone group also had residual neurolog- 
ical symptoms. The body temperature of the pa- 
tients in the cortisone group was restored to normal 
in one-third the time required by those in the other 
group. Drop of temperature by crisis did not occur 
in any of the patients; defervescence occurred with- 
in 2 to 6 weeks. 

The cerebrospinal fluid of the patients in the 
cortisone group was restored to normal (with cell 
values not exceeding 30 per cubic millimeter, glu- 
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cose content at least 50% of the actual blood sugar 
level, and protein level below 25 mg. per 100 cc.) in 
two-thirds the time required by those in the other 
group, i. e., 15 weeks, on the average, in the corti- 
sone group as compared with 22 weeks in the other 
group. Exacerbations no longer occurred after that 
time. The more rapid normalization of the spinal 
fluid was reflected not only by the reduced number 
of cells but also by the glucose level. The protein 
level dropped rapidly except in one patient with 
spinal block; in the latter, however, block systems 
were no longer demonstrable at the end of 21 
weeks of therapy after he had received 15 to 30 mg. 
of prednisolone orally daily and 12.5 mc. of hydro- 
cortisone every second or third day by the cisternal 
route for 10 weeks. Improvement of the general 
condition was impressive in the cortisone group; 
within a few days of therapy there was a funda- 
mental change, with clearing of consciousness, 
euphoria, increased appetite, and increase in body 
weight. There were no significant untoward reac- 
tions. Slight hypopotassemia was compensated by 
oral administration of potassium chloride. The 
shortened duration of treatment also had the ad- 
vantage that less streptomycin and isoniazid had 
to be given. 

Rapid improvement of the general condition, 
rapid defervescence, and marked shortening of the 
duration of treatment are the advantages of the 
combined antituberculous and cortisone therapy. 
The expectations concerning the removal of the 
obstruction in the spinal canal and that of neu- 
rological complications were not fully justified. 


Treatment of Biermer’s Disease with a Combined 
Preparation of Intrinsic Factor and Vitamin B,-: 
Clinical Trials. P. Croizat, L. Revol, R. Creyssel 
and others. Presse méd. 66:1204-1206 (July 2) 1958 
(In French) [Paris]. 


A French proprietary preparation, containing 125 
mg. of intrinsic factor, 100 meg. of cvanocobalamin 
(vitamin B,.), 100 mg. of ferrous betaine, and 75 
mg. of concentrated liver extract, was given a 
therapeutic trial in 35 patients with pernicious 
anemia who received this preparation orally. Eleven 
of the 35 patients were given large doses of 3 to 6 
tablets of the preparation daily. In 9 of the 11 pa- 
tients a reticulocyte crisis was produced in a normal 
manner, at the 3rd day as the earliest and at the 
Sth day as the latest; it was possible to follow in a 
regular manner the normalization of the Price- 
Jones curve in the course of the treatment. The 
drop in the iron level of the serum was also ob- 
served in a regular manner; complementary treat- 
ment with iron was even required occasionally. A 
normal vitaminemia was obtained in 6 of the 11 
patients. These results compared favorably with 
those obtained in 64 patients with pernicious 
anemia, who were treated in the classic manner 
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by the parenteral route, 42 of them receiving injec- 
tions of cyanocobalamin, 8 receiving folic acid, 
and 14 receiving liver extracts. The oral treatment 
was ineffective in only 2 patients; in one of them a 
reticulocyte crisis could not be obtained either 
injections of cyanocobalamin, and in the other 

a crisis was obtained by additional treatment with 
folic acid. 

The observations on the 11 patients treated orally 
suggested the use of the combined preparation of 
intrinsic factor and cyanocobalamin as a routine 
oral treatment for pernicious anemia. Twenty-four 
patients with pernicious anemia, who for 3 years 
did not have any recurrence of anemic or neuro- 
logical type while receiving maintenance treatment 
with cyanocobalamin by the parenteral route, were 
given substitute treatment with the combined 

tion of intrinsic factor and cyanocobalamin 
by mouth. There was no change notable in the 
red blood cell count of these patients. The av- 
erage number of red blood cells (4,670,000 per 
cubic millimeter) observed in the patients receiving 
= treatment was nearly identical with the num- 
ber (4,550,000) observed in 28 patients treated by 
the parenteral route and reported on by other 
workers. The cyanocobalamin blood level of the 
patients given oral treatment with the combined 
preparation remained definitely reduced (an aver- 
age of 0.175 mg. per cubic centimeter). There was 
no difference between this level and that obtained 
with other preparations. The new preparation, as a 
rule, was well accepted by the patients. 


Severe Neurological Manifestations in Four Chil- 
dren Receiving Compazine (Prochlorperazine). J. T. 
Jabbour, J. A. Sheffield and J. M. Montalvo. J. 
Pediat. 53:153-159 (Aug.) 1958 [St. Louis]. 


Prochlorperazine (Compazine) is a relatively new 
antiemetic and tranquilizing agent, belonging to 
the large group of phenothiazine derivatives, of 

ich ch 


2-chloro-10-[3-(1-methyl-4-piperaziny]) propyl] phe- 
nothiazine. It was introduced into practice as an 
antiemetic and tranquilizing agent considered to 
have somewhat fewer toxic and side-effects than 
certain other ataractic agents. The authors present 
4 children, ranging in age from 14 months to 5% 
years, in whom Compazine produced a dramatic 
and characteristic clinical picture, with the fol- 
lowing striking features: marked drowsiness and 
lethargy; oculogyric crisis; retraction of the neck, 
at times with torticollis; trismus; opisthotonos; at 
times, flexor rigidity; and hyperreflexia. These mani- 
festations appeared suddenly in attacks that lasted 
from a few seconds to 2 hours and were followed 
by lucid intervals with normal neurological exami- 
nation; there was a marked tendency to repeated 
attacks over a period of several hours. No perma- 


nent neurological damage was detected in any of 
one month after their reactions. Two children re- 
ceived the drug on prescription for its antiemetic 
effect. The drug was given to another child for its 
tranquilizing effect in order to facilitate the intra- 
venous administration of fluids. The 4th child acci- 
dentally ingested the drug. The amount given was 
clearly excessive in 2 cases and unknown in 1. How- 
ever, the severest reaction of all occurred in the 
= who received the usually recommended 

ge. 


Lymphadenitis and Tuberculous Fistulae. C. Rapo- 
port. Dis. Chest 34:154-161 (Aug.) 1958 [Chicago]. 


The author reports clinical observations made 
between 1951 and 1957 on 6 girls and 2 boys, rang- 
ing in age from 8 to 13 years, and on a 33-year-old 
man, all of whom had been admitted to the Malben 
Tuberculosis Hospital in Israel. Seven of the chil- 
dren had tuberculous lymphadenitis, a 10-year-old 
girl had tuberculosis in portions of the sternum, 
and the man had tuberculous fistulas under the 
right clavicle with involvement of the first rib on 
the right side. Only those patients were selected 
for trypsin therapy in whom unequivocal evidence 
of the tuberculous causation of the lesions was 
present and who did not improve despite pro- 
longed treatment with other antituberculosis drugs. 
Bacteriological studies (for Koch’s bacillus), routine 
blood studies, urine examinations, liver function 
tests, electr and biopsies were per- 
formed at the start, “during, and at the end of treat- 
ment, and for each patient roentgenograms were 
obtained of the neck, chest, vertebral column, and 
appropriate bones. 

The patients received pure crystalline trypsin in 
sesame oil, 5 mg. daily in 2 divided doses for 6 
weeks. The drug was administered intramuscularly 
in combination with one or more of the following: 
streptomycin, tetracycline, isoniazid (Rimifon), and 
aminosalicylic acid (PAS). In some patients the 
treatment was continued daily for 6 months, with 
an additional course of trypsin being given for 3 
weeks at the termination of the 6-month period. 
No side-effects were noted during the treatment. 
Several patients obtained clinical healing within 3 
to 6 weeks, as evidenced by a marked decrease in 
the size of the lymph nodes, disappearance of these 
nodes, closure of the fistulas, and scar formation. 
In those with bone tuberculosis the lesions healed 
more rapidly. From a histopathological point of 
view all the biopsies performed showed either 
marked improvement of the microscopic picture or 
evidence of complete healing. The rich deposition 
of collagen in healed lesions was noteworthy. 
Biopsy specimens obtained from lymph nodes at 
the end of treatment were negative on smear, 
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culture, and guinea-pig inoculation for Koch's 
bacillus. Trypsin administered together with anti- 
biotics or antibacterial agents appears to be the 
treatment of choice for tuberculous lymphadenitis. 
and tuberculous fistulae secondary to the lym- 
phadenitis, and for bone tuberculosis. 


Haemorrhagic Report of Two 
Cases Treated with _R. 


Fountain. Brit. M. J. 2:126-130 (July 19) 1958 
[London]. 


is extremely rare, only 30 cases having been re- 
ported in the literature. Bleeding most myo t 
occurs from the nose and the alimentary tract 
bruising is not uncommon; purpura is rarely ob. 
served; blood loss invariably results in a hypo- 
chromic anemia; and all cases show a raised plate- 
let count and leukocytosis. Thrombotic episodes 
are not uncommon and are presumed to be a func- 
tion of the increased number of platelets, although 
the exact mechanism is unknown. The bleeding 
time is sometimes prolonged, the remaining tests 
for hemostatic function being normal. Hemorrhagic 
thrombocythemia is usually associated with other 
myeloproliterative disorders or splenic atrophy. It 
may follow splenectomy, as was the case in one 
patient described in this article, and it is rarely 
primary in that it is unassociated with other path- 
ological processes, as was found in the other patient 
reported by the authors. In both patients the plate- 
let count returned to normal and the bleeding 
ceased after administration of radioactive phos- 
phorus (P. ”). 


A New Orally Effective Long-Acting Ganglion- 
Agent for Hypertension (189c56). S. 
Locket. Brit. M. J. 2:74-78 (July 12) 1958 [London]. 


The compound 189c56 is a preparation that was 
developed as the result of earlier pharmocological 
investigations of ganglion-blocking agents for use 
in hypertensive states. Compared with pentacynium 
methylsulfate, to which it is chemically related, 
about twice the dose of the active cation of 18956 
is required by subcutaneous or intravenous injec- 
tion to produce a commensurate fall in blood pres- 
sure. The initial studies indicated that 189c56 
produces hydrodynamic changes and effects on 
renal function comparable to those of pentacynium, 
and it was possible to identify 189c56 in urine 
many days after the last therapeutic dose. Within 
the dose range of 200 to 1.250 mg. administered 
daily by mouth, it was possible to produce pro- 
longed and marked hypotension in every patient 
receiving the salt 189c56 bis-methylsulfate _tri- 
hydrate. The initial dose was on the order of 200 
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mg., and this was increased by 50 mg. every , 
until an appreciable effect was 

tained. Once a satisfactory drug level was pond a 
—and this level was quite critical—the degree and 
duration of hypotension achieved showed very 
little variation. Where the maintenance dose was 
in the range of 300 to 1,250 mg., a reduction of 25 
to 50 mg. reduced the clinical effect considerably, 
and, conversely, an increase of the same magnitude 
converted a moderately severe hypotensive effect 
into a marked and prolonged hypotension. 

Dryness of the mouth was noticeable with larger 
doses, a gastric emptying was unimpaired. 
Disturbance of vision occurred, as with other 
ganglion-blocking agents, and was usually insig- 
nificant and readily alleviated with physostigmine 
or pilocarpine. The severity of hypertension did 
not influence the drug schedule, although it was 
noticed that younger patients required heavier 
maintenance doses, as did patients exhibiting 
renal insufficiency. Disturbances of bowel motil- 
ity, constipation, urine retention, and ileus were 
conspicuously absent. One patient, who when 
first seen had considerable renal impairment, 
showed a marked improvement in his hypertensive 
state and renal function. Another patient died of 
uremia, although his blood pressure had been ade- 
quately controlled. Of the 2 other patients with 
impaired renal function, one has shown a progres- 
sive deterioration in renal function in spite of an 
initial marked improvement in general condition, 
while the condition of the other has improved, the 
blocd urea level falling steadily to less than 30 mg. 
per 100 cc. With an effective reduction in blood 
pressure, these patients have shown a reversal of 
retinal changes, alterations in the electrocardiogram 
to a more normal tracing, reduction in heart size, 
and amelioration of many disturbing symptoms, 
such as paroxysmal nocturnal dyspnea and angina 
on effort. No significant effect was elicited upon 
duration of action of the orally administered drug, 
size of the dose, time of onset of symptoms, or 
hypotension by the considerable variation in con- 
stitution of the diet. No significant "eee 
action of chlorothiazide was demonstrable 


Hematologic Complications Arising During Risto- 
cetin Therapy: Relation Between Dose and Toxic- 
ity. E. J. Gangarosa, N. S$. Landerman, P. J. Rosch 
and E. G. Herndon Jr. New England J. Med. 
259: 156-161 (July 24) 1958 [Boston]. 


Ristocetin is a new antimicrobial agent, a lyo- 
philized preparation representing 2 antibiotics, 
ristocetin A and ristocetin B. These components 
have been isolated from the fermentation broth of 
the Actinomycete species, Nocardia lurida. Ad- 
vantages ascribed to ristocetin include low toxicity, 
lack of development of resistant organisms, and 
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Although bleeding accompanying thrombocyto- 

penia is commonly seen in hospital practice, the 

association of hemorrhage and thrombocythemia 


other was given the medication for only 1 day and 
was subsequently treated with a different antibiotic. 
In 8 of the remaining 10 patients, complications 

during the course of ristocetin therapy. 
The other 2 patients were adult males who had 


without laboratory or clinical evidence of compli- 
cations. In addition to routine stud- 
ies, the platelet count was followed carefully in 1 


deaths of 2 patients. In the third patient with 
there was a prompt return of 
the platelet count to normal after the ristocetin 
dose was reduced from 50 to 33 mg. per 
of body weight. Blood examinations, including 
platelet counts, should be made regularly in pa- 
tients receiving ristocetin. Furthermore, the drug 
should be used only in hospitalized patients to 
facilitate early recognition of complications _~ 


reduced. The authors 


cetin in difficult enterococcic and staphylococcic 
infections, found to be resistant to other antibiotics, 
justifies its continued use. 


Minerva med. 49:2351-2354 (June 13) 1958 (In 
Italian) [Turin, Italy]. 


Twenty women with cancer of the genital organs 
were treated with testosterone enanthate after re- 
ceiving a course of radium therapy and roentgeno- 
therapy. Ten patients had cancer of the portio 
vaginalis uteri, League of Nations classification 3. 
The initial total dosage of testosterone enanthate, 
varying from 500 to 750 mg., was divided into 2 
or 3 equal doses and administered every other day. 


dosage of 3,000 mg. was divided into 30 equal daily 
doses, with a drug-free period of 15 days after 20 
days of therapy with the maintenance doses. This 
therapy produced slight improvement in the gen- 
eral state of health and in body weight and a de- 
crease in pain. Gynecologic examination made 2% 
months after discontinuance of drug therapy re- 
vealed larger neoplastic masses than at the onset 
of therapy in 2 patients; these 2 patients died 
afterward. 

Three women had an inoperable cancer of the 


analgesic drugs which had been given to the pa- 
tients was gradually decreased until it was nil. Two 
examinations, made 2 and 4 months after discon- 


31 equal daily doses. The patient's state of health 
remained unchanged during the drug treatment, 
except for a slight improvement in appetite and in 
the psychic state. She died 5 months after discon- 
tinuance of drug therapy. The last patient, who 
was 47 years of age, underwent a Wertheim type 
of operation for carcinoma of the portio vaginalis 
uteri, classification 3, 8 months before the onset of 
chemotherapy. She was well for 6 months, after 
which intense pain in the lumbar region reap- 
peared. The patient was given irradiation therapy, 
followed by treatment with testosterone enanthate 
in a total dosage of 2,300 mg. Improvement was 
evident 15 days after the beginning of this therapy, 
but deterioration began 3'2 months later. 
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absence of cross resistance to other antibiotics. The total maintenance dosage of 2,000 mg. was 
The authors review the clinical experience with divided into 20 equal daily doses. This therapy 
ristocetin at the Walter Reed Army Hospital, Wash- produced improvement in the general state of the 
ington, D. C., and the U. S. Naval Hospital, patients’ health and in their appetite. Decrease in 
Bethesda, Md. Of a total of 14 patients, 3 were pain was not prompt, but it was lasting. The neo- 
treated terminally and died within 36 hours; an- plastic masses had increased in size at the end of 
the treatment in all the patients. 

Five patients had cancer of the portio vaginalis 
uteri, League of Nations classification 4. The initial 
total dosage of 1,000 mg. of testosterone enanthate 
was divided into 4 equal doses, which were ad- 

staphylococcic pneumonia that responded dramat- ministered every other day. The total maintenance 
ically to ristocetin, with complete resolution and 
of these patients before, during, and after therapy, 
and no platelet depression was noted. The dose in 
these 2 cases did not exceed 25 mg. per kilogram 
of body weight per day. 
Ristocetin in each of the 8 patients in this report 
was administered intravenously, dextrose being 
used as a diluent. Hematological complications 
developed in all 8 patients, and 3 of these had corpus uteri. The total dosage of testosterone 
acute thrombocytopenia. Severe bleeding, which enanthate, consisting of 2,500 mg., was adminis- 
accompanied thrombocytopenia, contributed to the tered in 2 courses lasting 15 and 10 days respec- 
tively. Testosterone enanthate brought about im- 
A provement in the general state of health and a 
tinuance of drug therapy, confirmed the persistence 
of the patients’ improved state of health, appetite, 
body weight, and psychic state. Gynecologic ex- 
; amination revealed an unchanged state of the neo- 
undertaken cautiously in patients with impaired plastic masses. 
renal function. The complications observed in this Of the remaining 2 patients, one had a cancer of 
study are best explained by a peripheral direct the vulva, with diffusion into the vagina and rectum 
toxic effect of ristocetin. Such complications may and with bilateral inguinal metastases. She had 
be reversible when recognized promptly and the received a course of roentgenotherapy. The initial 
drug withdrawn or the dose i total dosage of 1,000 mg. of testosterone enanthate 
feel that the demonstrated effectiveness of risto- was administered in 4 equal daily doses. The total 
ee maintenance dosage of 3,100 mg. was divided into 
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Clinical Evaluation of in Leukemia 
of Adults. R. R. Ellison, D. A. aoe and J. H. 
Burchenal. Blood 13:705-724 (Aug.) 1958 [New 
York] 


Thirty patients, between the ages of 15 and 72 
vears, with acute leukemia were treated with 
6-chloropurine. The bone marrow was predomi- 
nantly or completely blastic in 14 of them. Five 
patients had acute granulocytic leukemia, and 11 
had either acute granulocytic, myelomonocytic, or 
monocytic leukemia. Unless gastrointestinal side- 
effects necessitated diminishing the dose, 1 Gm. of 
6-chloropurine was given daily as long as the total 
leukocyte count was stable or was falling slowly. 
If a rapid decrease occurred, the administration 
of the drug was discontinued temporarily and was 
started again as the count stabilized. Treatment 
was usually stopped temporarily when marrow 
cellularity was less than normal, as judged by the 
appearance of the smear and the aspirate, during 
the course of administration of the drug. Transfu- 
sions, intravenously administered fluids, and anti- 
biotics were given when indicated by the clinical 
status of the patients. Three of the 30 patients had 
complete remissions, and 8 had partial remissions. 
The average time necessary for appearance of mar- 
row remission was 8.1 weeks. In all 11 patients who 
had complete or partial remissions, a period of 
marrow hypocellularity preceded the occurrence 
of remission. The total period of response lasted 
from 4 to 46 weeks (average 18.3 weeks). In 6 pa- 
tients who showed remissions, treatment was con- 
tinued throughout the period of remission, and, 
therefore, relapse occurred during the treatment. 
Increasing the dose at the time of relapse in 2 
patients produced no further response. In 4 other 
patients, 6-chloropurine was withdrawn because of 
leukopenia with a hypocellular marrow, and _ its 
administration was not started again until relapse 
occurred. Only one patient showed a second re- 
sponse. Administration of the drug was discon- 
tinued after 8 months of almost continuous admin- 
istration in one patient because of severe anorexia 
and nausea. When this patient subsequently re- 
lapsed, 2 courses of 6-chloropurine therapy were 
given without beneficial effect. 

Adequate courses of 6-chloropurine were given 
to 4 patients with chronic granulocytic leukemia. 
Three of these 4 patients responded to 6-chloro- 
purine. Slight objective improvement was noted in 
4 patients with lymphomas who were treated with 
6-chloropurine, but improvement appeared only 
during the period of hematological toxicity when 
therapy had to be discontinued. A high incidence 
of jaundice was noted in the patients with acute 
leukemia and in the other patients treated with 
6-chloropurine, but it is difficult to relate the oc- 
currence of jaundice 


definitely to the therapy. 
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While 6-chloropurine appears to be slightly su- 
perior to 6-mercaptopurine in acute leukemia in 
adults, the pattern of response would indicate that 
these agents have a similar mechanism and range 
of therapeutic activity. 


Complementary of Cancer of the Cervix 
Uteri with Very High Doses of Testosterone 
Enanthate. M. Rossi, I. Siliotti, M. Giaquinto and 
others. Minerva med. 49:2355-2363 (June 13) 1958 
(In Italian) [Turin, Italy]. 


Eight hospitalized patients with cancer of the 
cervix uteri, classifications 2 and 3, were each 
treated with 10 Gm. of testosterone enanthate, di- 
vided into 20 equal daily doses and administered 
intramuscularly. At the end of the treatment the 
following variations were observed: decrease in 
the erythrocyte sedimentation rate; increase in the 
azotemia level; decrease in the glycemia level; and 
slight decrease in the serum albumin level. The 
alpha-1 globulin level remained unchanged, but 
fractions of serum globulin alpha-2, beta, and 
gamma, increased slightly in value. The total serum 
protein value showed a slight increase, although it 
had been above the physiological limit even before 
the onset of hormonal therapy. There were no 
significant changes in the hepatic and cardiovas- 
cular functions. A clear improvement in well-being, 
appetite, body weight, and physical strength and a 
decrease in pain were observed. On 
examination, the color and consistency of the tissues 
in the tumorous regions improved, although 
no changes in the shape or in the total size of the 
tumors were noted. On microscopic examination, 
the histological and histochemical features of all 
the neoplastic masses remained unchanged; there 
was, however, evidence of slight reaction of the 
host tissues against the tumors, consisting in corni- 
fication and in necrotic processes of these tumors. 
Diminution in the serum acid phosphatase level 
also took place. 

Untoward side-effects in the administration of 
testosterone enanthate consisted in the manifesta- 
tion of certain features of virilism and in an in- 
creased sense of libido. The clitoris increased mod- 
erately in size in 6 patients, considerably in 1, and 
insignificantly in 1 after the dosage had reached 
5 Gm. in each patient. Lowering of the pitch of 
the voice, which was noticed by each patient her- 
self but was imperceptible to other persons, de- 
veloped in 3 women. These variations did not pro- 
duce unfavorable psychosensory changes in the 
patients. The patients were advised to continue 
with maintenance doses of the hormonal therapy 
after discharge. The authors believe that adminis- 
tration of testosterone enanthate is a useful com- 
plementary procedure to radiotherapy for manage- 
ment of inoperable cancer of the female genital 
organs. 


19 
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Importance of Staphylococcus Aureus in Pneu- 
monia in the 1957 Epidemic of Influenza. A. L. 
Robertson, J. P. Caley and J. Moore. Lancet 2:235- 
236 (Aug. 2) 1958 [London]. 


The authors report on 140 patients, between the 
ages of 11 and 80 years, with pneumonia who were 
admitted to the City General Hospital in Sheffield, 
England, during the peak of the epidemic caused 
by the Asian variety of influenza, type A, virus in 
September and October, 1957. Results of bacterio- 
logical examination of sputum and autopsy _ 
mens revealed that Staphylococcus pyogenes var 
aureus was isolated from 38 (27%) of the 140 pa- 
tients, Di pneumoniae from 12 (9%), and 
Hemophilus influenzae from 5 (4%). Eighteen of 
the 38 patients with staphylococci died, a mortality 
rate of 47%. Sixteen of the 102 patients without 
staphylococci died, a mortality rate of 16%. The 
over-all mortality rate among the 140 patients was 
29%. There was no clear sex difference in either 
group. The strains of Staph. pyogenes var. aureus 
obtained from 12 of the 18 patients who died were 
sensitive to chlortetracycline (Aureomycin), chlor- 
amphenicol, penicillin, streptomycin, erythromycin, 
and sulfonamides; the strains of Staph. pyogenes 
var. aureus obtained from the remaining 6 patients 
were resistant to chlortetracycline, penicillin, strep- 
tomycin, and sulfonamides and sensitive to erythro- 
mycin and/or chloramphenicol. There was evidence 
that 13 of the 140 patients were infected in the 
hospital with strains of Staph. pyogenes var. aureus 
which were resistant to penicillin, chlortetracycline 
streptomycin, and sulfonamides. 

The treatment of the fulminating staphylococcic 
infections is very difficult, because it is necessary 
to treat both the bacterial infection and the attend- 
ant pulmonary edema and peripheral circulatory 
failure. Fourteen such patients died within the first 
week of admission to hospital, and all had been 
treated in hospital with massive doses of antibiotics, 
including erythromycin and chloramphenicol. De- 
spite this treatment antibiotic-sensitive strains of 
Staph. pyogenes var. aureus were isolated from 12 
of the patients at autopsy. In contrast, the less 
severely fay patients responded well to anti- 
biotics, and those infected in the hospital with 
antibiotic-resistant strains responded well to the 
antibiotics indicated by the in vitro sensitivity tests. 


Atherosclerosis and the Serum Mucoprotein Levels 
of the Australian Aborigine. C. J. Schwartz and 
J. R. Casley-Smith. Australian J. Exper. Biol. & M. 
Sc. 36:117-120 (April) 1958 [Adelaide]. 


The first of 3 groups of normal male subjects 
investigated was composed of 22 full-blooded male 
Pintubis living nomadically in the Western Desert 
of Central Australia and consuming essentially a 


simple bush diet. There were 21 full-blooded male 
Australian aborigines of mixed tribal origins in the 
second group, whose dietary and living habits more 
closely resembled those of the white people in the 
area. The third group consisted of 38 Australian 
males of European descent. These 3 groups, all of 
whom were healthy, normotensive, and without any 
clinical evidence of atherosclerotic disease or any 
other condition known to affect the serum muco- 
protein levels, had a mean age of 32, 36, and 37 
years respectively. The mean serum mucoprotein 
level of nomadic tribal Pintubis was found to be 
considerably lower than the mean level of the 
urban group of full-blooded detribalized aborigines 
and the mean level of a group of normal white 
Australians of comparable age. The latter differ- 
ences are considered highly significant with p 
values less than 0.001. The differences between the 
detribalized aborigines and the white Australian 
controls is not significant. Atheroma is not found 
with either great severity or frequency in the Aus- 
tralian aborigines in contrast to the almost universal 
finding of extensive atherosclerosis in Australians 
of European descent. The fact that the urban 
group has a higher serum mucoprotein level than 


the nomadic Pintubi group precludes the possibility 
of an ethnic constitutional factor to account for the 


difference between aborigine and white Australian. 


Natural History of Multiple Myeloma Before Radio- 
logical Evidence of Disease: Memorial Fund Lec- 
ture. E. F. Osserman. Radiology 71:157-174 (Aug.) 
1958 [Syracuse, N. Y.]. 


In an attempt to support the theses that radio- 


already 

the diagnosis of a proliferative disorder of plasma- 
cell origin is frequently possible by biochemical 
techniques before roentgen-ray changes are demon- 
strable, the author reports on 18 men and 6 women, 
between the ages of 46 and 82 years, with “dyspro- 
teinemia of the myeloma type.” Serum protein elec- 
trophoresis revealed that the serum of these patients 
contained an abnormal protein at a time when there 
was nei ical nor roentgenologic evidence 
of disease. The patients were followed for periods 
ranging from a few months to 3 years. Clinically 
and radiographically evident skeletal damage and 
disease patterns consistent with a diagnosis of 
myelomatosis developed in 2 of the 24 patients, and 
1 of them died. Four additional patients died of 
causes other than those which could be directly 
attributed to primary plasma-cell proliferative dis- 
ease. Autopsy was performed on 2 of these 4 pa- 
tients, and microscopic examination revealed diffuse 
plasma-cell infiltration of the skeletal system, but 
no gross evidence of skeletal damage. Careful clini- 
logic, and e 
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ee have been continued in the 18 surviving patients, 


The concentration of abnormal protein has either 
remained constant or shown an increase. In none 
of these patients has a spontaneous decrease of 
a disappearance of the dysproteinemia been ob- 
served 


The patients included in this study had failed to 
satisfy the diagnostic criteria for one or another of 
the clinical variants of primary plasma-cell pro- 
liferation when they were initially examined. Pa- 
tients with clinically evident para-amyloidosis, such 
as those with documented lymphatic dyscrasias and 
myeloma-type dysproteinemia, were specifically ex- 
cluded, but it is quite probable that some of the 
patients still under observation will ultimately dis- 
play one or another of these clinical patterns in 
which bone involvement is not a significant feature. 
The routine application of the technique of serum 
protein electrophoresis may, however, help in de- 
fining the earlier stages of plasma-cell proliferative 
disease, but it must be borne in mind that it is only 
after serum concentrations of 200 to 300 mg. per 


100 cc. of an electrophoretically homogeneous pro- 


tein constituent have been established that elec- 
trophoresis will ascertain its presence. In about 15% 
of patients with known myelomatosis there is no 
electrophoretically demonstrable dysproteinemia. 
These patients do, however, show an electropho- 
retically characteristic dysproteinuria. Possibly, 
routine urinary protein electrophoresis in patients 
with unexplained proteinuria might identify some 
of the cases of myelomatosis in an early stage. 


Pathogenetic Importance of the Thoracic Portion 
of the Vertebral Column. H. Kamieth. Arch. orthop. 
u. Unfall-Chir. 49:585-606 (No. 6) 1958 (In German) 
{Munich, Germany]. 


The authors made a roentgenologic study of the 
thoracic spine in 100 patients with roentgenologi- 
cally proved ulcers of the stomach and duodenum. 
The group included 83 men and 17 women. Sixty- 
one men and 11 women had duodenal ulcers; 20 
men and 3 women had gastric ulcers; and the other 
5 patients had both gastric and duodenal ulcers. 
Answers were sought to the following questions: 
1. What morphologic and functional changes can 
be observed in the thoracic portion of the vertebral 
column? 2. What connections exist between the 
morphologic changes and the disturbances in the 
static functions? 3. Is it possible that the morpho- 
logic and functional changes will act as patho- 
genetic factors? The majority of patients (86 of 
100) had lateral curvature scoliosis of the thoracic 
portion of the vertebral column, which, however, 
was essentially postural, since it could be compen- 
sated by forward flexion in two-thirds of the male 
patients and in about one-half of the female pa- 
tients. A tendency to gradual fixation of the postural 
scoliosis was demonstrated by its appearance when 
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a roentgenogram was made with the patient in the 
supine position. The convexity of the scoliosis was 
toward the right side in 60 of the patients and 
toward the left side in 21, and the remaining 5 pa- 
tients had an S-shaped scoliosis. The percentile 
distribution of right-sided and left-sided scolioses 
coincided with the percentages of duodenal and 
— ulcers. All the scolioses involved the verte- 
bral segments corresponding to the stomach and 
duodenum, that is, T-6 to T-9. The scolioses were 
mild, some being so slight that they could hardly 
be differentiated from variations within the normal 


range. 

Spasticity of the musculature of the back was 
present in all but 17 of the 100 patients. Moreover, 
almost 90% of all the patients had pathological 
changes on the intervertebral disks. These disk 
= and their relationship to osteochondrosis 

of the vertebrae, to Schmorl’s nodules, and to 
spondylitic processes are discussed. On the basis 
of diagrams the author explains the pressure, shift- 
ing, and rotational forces that are most important 
in the production of the functional changes in the 
intervertebral disks. Spatial infringement in the 
intervertebral disk canals seems to be of vital im- 
portance, and this contraction of the canals seems 
to be a complex process, in which morphologic and 
functional, as well as nerve root, changes may play 
a part. It has not been definitely proved whether 
these various space-infringing factors or disturbing 
influences act directly on the nerve roots or indi- 
rectly by way of stasis and edematous changes in 
the intervertebral disk canals. There is also a possi- 
bility that the ligamentous apparatus, as well as the 
disks at the nerve roots, play a part. Morphologic- 
osteogenic changes seem to be less important than 
functional-dynamic changes. At any rate processes 
in the vertebral column seemed to play a part in 90 
of the 100 patients with peptic ulcers. 


A Histochemical Evaluation of Carcinoma in Situ 
of the Cervix Uteri. R. E. L. Nesbitt and A. R. Stein. 
Surg. Gynec. & Obst. 107:161-168 (Aug.) 1958 
[Chicago]. 


The present study comprises a histological and 
cytochemical appraisal of cervical tissue obtained 
from 42 patients with carcinoma in situ, admitted 
to the gynecologic service of the Albany (N. Y.) 
Hospital during the 8-year period from 1947 to 
1955. The diagnosis was established by cervical 
biopsy in 31 cases, the lesion being identified in 
the remaining 11 cases in uteri surgically removed 
because of leiomyoma, adenomyosis, diffuse pelvic 
endometriosis, and chronic salpingitis. In addition 
to the material obtained by biopsy, the uteri of 26 
of these same patients were subsequently available. 
The periodic-acid Schiff procedure proved to be the 
simplest and most reliable of the staining tech- 
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niques for demonstrating the basement membrane 
beneath the cervical epithelium. The presence of 
intracytoplasmic glycogen in normal cervical epi- 
thelial cells and its absence in neoplastic cells is 
the biochemical basis of Schiller’s iodine tinctorial 
test. The periodic-acid Schiff method was useful 
not only in identifying the basement membrane 
but also in determining objective invasion, as well 
as in evaluating the degree of maturation and dif- 
ferentiation of cervical epithelium. Carcinoma of 
the ectocervix is a distinct entity characterized by 
atypical basal-cell hyperplasia with a failure of 
cell maturation. This lesion when present in the 
ix results from reserve-cell hyperplasia 
with absolute failure in differentiation as well as in 
maturation. Basal-cell hyperactivity, atypical hyper- 
plasia, and bizarre forms of squamous-cell meta- 
plasia can readily be differentiated from carcinoma 
in situ by determining the stainability of the ab- 
normal epithelium with the periodic-acid Schiff 
ure and noting the degree and extent of 
cellular atypia. Histological variants in the form of 
basal-cell hyperplasia and atypical hyperplasia with 
delayed or irregular maturation in the intermediary 
epithelial zone were found infrequently. The latter 
lesion is predominantly a prickle-cell type and ap- 
pears in both the ectocervical and the endocervical 
regions. The authors attempt to correlate the cell- 
ular changes and the biological characteristics of 
carcinoma in situ with a view toward standardizing 
the diagnostic criteria. 


Immunity in Tuberculosis. B. K. 
Acharya, F. M. Sullivan and J. M. Robson. Am. 
Rev. Tuberc. 78:203-225 (Aug.) 1958 [New York]. 


The method of immunizing mice with an intra- 
corneal or intradermal injection of mycobacterium 
tuberculosis, and challenging the animals by a 
subsequent intracorneal inoculation, was used by 
the authors to study quantitatively the develop- 
ment of immunity to tuberculosis. The immunity 
resulting from a previous vaccination was assessed 
by the development of macroscopic lesions and 
the extent of bacillary multiplication in the chal- 
lenged eye. It was found that some degree of im- 
munity could be shown with a challenge given 48 
hours after vaccination and that the immunity 
gradually increased to a maximum about 1 month 
after vaccination. At this stage a small inoculum 
(about 500 organisms) underwent no multiplication 
whatever in the challenged eye. Immunity suffi- 
cient to prevent the occurrence of any macroscopic 
lesions in challenged eyes was observed up to 13 
months after vaccination, the longest period stud- 
ied. The introduction of a larger challenge dose in 
immunized animals was followed by bacterial 
multiplication and the production of a macroscopic 
lesion; i. e., the larger challenge did overcome the 
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immunity, although the extent of the multiplica- 
tion lagged behind that observed with a similar 
dose of bacilli in nonimmune animals. Detailed 
microscopic investigation showed that, when a 
large inoculum overcame immunity, this was not 
due to insufficient phagocytic invasion and that 
under thees conditions intracellular multiplication 
of organisms, with ensuing destruction of the cells, 
did occur. The production of immunity with bacilli 
killed by various methods then was investigated. 
The best results were obtained with phenol-killed 
organisms which, in large doses, produced an im- 
munity almost comparable with that seen with live 
organisms. 


RADIOLOGY 


Intravenous : An Appraisal. |. S. 
Goldenberg and A. J. Kummer. Connecticut M. J. 


22:585-591 (Aug.) 1958 [New Haven]. 


Fifty-seven cholangiograms were done on 54 
patients during the period from 1954 to 1957. 
Cholografin was utilized in all these studies, ex- 
cept in one patient in whom an additional study 
was done with Intrabilex. All the studies were 
completed without incident save for a 55-year-old 
woman in whom a probable sensiti-ity reaction 
occurred. In 29 patients intravenous examination 
was necessary to evaluate upper abdominal symp- 
toms after cholecystectomy. Symptoms suggestive 
of biliary tract disease were present in 10 patients 
in whom oral cholecystograms with Telepaque had 
been accomplished without visualization. In 18 
patients both oral and intravenous methods were 
employed, because initial visualization with the oral 
technique had proved inadequate. It is of note that 
of 15 patients who failed to revea) visualization 
after single-dose and double-dose Telepaque ad- 
ministration 9 had good intravenous Cholografin 
visualization after oral and intravenous techniques, 
and in only one case was visualization better after 
oral Telepaque administration than after intrave- 
nous Cholografin. Three of the 7 patients presenting 
jaundice had the duct system visualized. Forty-two 
cholangiograms in which the biliary radicles were 
visualized were available for critical evaluation. 
Maximum concentration of injected material oc- 
curred in from 40 to 70 minutes in two-thirds of 
these patients, maximum density occurring in 3 
patients in less than 40 minutes after injection and 
in 10 patients only after 70 minutes had passed. Of 
the total group of examinations done, 30 were in- 
terpreted as being normal insofar as visualization 
of the biliary system was concerned. Twelve studies 
demonstrated definite abnormalities, which in- 
cluded cholecystolithiasis in 6, Se 
in 2, and common duct obstruction in 
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Only 10 patients in the present group had op- 
erative intervention after the intravenous cholan- 
giogram. Pathology found at operation confirmed 
the intravenous study in 8 patients. In 5 patients in 
whom Cholografin studies revealed a cholecysto- 
lithiasis or choledocholithiasis, such stones were 
found at operation. An enlarged common duct was 
found at operation in 2 patients in whom it had 
been previously demonstrated, and in 1 patient in 
whom no stones were seen on intravenous study 
none were found at operation. Two patients had 
no apparent stones by roentgenography, but at op- 
eration they were found to have stones in the 
common bile duct and in the gallbladder. The au- 
thors consider intravenous cholangiography a good 
procedure but believe that it should be reserved 
for patients who are symptomatic and in whom all 
other methods of visualization of the biliary tract 
have failed, because, despite the infrequency of 
reactions to the injection medium, deaths have 
been reported. 


ANESTHESIA 


Hypothermia in Thoracic and Thoracoabdominal 
Surgery: Use of Light Cooling as an Adjunct to 
Anesthesia in Poor Risk Patients. L. A. Brewer and 
E. L. King. Am. J. Surg. 96:137-150 (Aug.) 1958 
[New York]. 


The authors report on 18 patients, between the 
ages of 34 and 77 years, who were subjected to 
thoracic and thoracoabdominal surgery. Six of 
these patients had bronchogenic carcinoma; 6, car- 
cinoma of the esophagus; 1, bilateral pulmonary 
tuberculosis; 1, chronic emphysema and calcifica- 
tion of the pleura; 1, benign stricture of the esoph- 
agus; 1, malignant teratoma of the mediastinum; 
1, teratoma of the epicardium; and 1, multiple frac- 
tures, ruptured diaphragm, and sepsis. These pa- 
tients were considered poor risks for conventional 
normothermic anesthesia, and extensive thoracic 
and thoracoabdominal surgery was performed on 
them with the aid of light hypothermia, i. e., the 
patient's body temperature was lowered to 33 to 
30 C (91.4 to 86 F) by packing with ice. Premedica- 
tion included small doses of barbiturates, meperi- 
dine (Demerol) hydrochloride, and atropine or 
scopolamine. The patients represented about 5% of 
this type of patients operated on by the authors 
during the same period. The indications for hypo- 
thermia were as follows: (1) cardiac conditions, in- 
cluding previous infarction, auricular fibrillation, 
myocardial insufficiency, and cardiac failure; (2) 
respiratory conditions, including low maximum 
breathing capacity and pulmonary reserve from 
various causes resulting in an actual or threatening 
hypoxic state; (3) generalized arteriosclerosis; (4) 
hepatic or renal insufficiency; (5) trauma; and (6) 
infection. 
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The most striking finding during surgical inter- 
vention was a bright red oxygenation of the blood 
and a slow, firm cardiac beat. A light anesthesia 
was maintained with high-oxygen concentration by 
means of small amounts of ether and/or nitrous 
oxide. Three patients, all undergoing esophagec- 
tomy, did not survive the postoperative period; 
death was caused by cerebrothrombosis in 1 pa- 
tient on the 3rd postoperative day, by a cerebral 
embolus in 1 on the 5th postoperative day, and by 
delayed cardiovascular collapse in 1 on the day 
after surgical intervention. The advantages of light 
hypothermia appeared to be better oxygenation of 
the blood in the course of the surgical interven- 
tion, need of only small amounts of anesthetic for 
long operations, and less stress of operation. The 
disadvantages were low blood pressure during 
phases of surgery, cardiac collapse on mediastinal 
dissection, and delayed postoperative shock or 
cardiovascular collapse. With the light hypothermia 
used in this group of patients, ventricular fibrilla- 
tion did not occur in any of the patients. Tempera- 
tures below the levels used are dangerous with 
present-day methods and probably unnecessary. 
Children and young and middle-aged adults tol- 
erate light hypothermia quite well. Older patients 
(above 60 years of age) show more cardiac reflex 
sensitivity in the course of the operation and a 
greater incidence of delayed postoperative shock. 
The final place of light hypothermia cannot be 
stated at present. Because of the favorable results 
in these patients, which could not have been du- 
plicated with the aid of normothermic anesthesia, 
further trial is definitely indicated. 


PHYSIOLOGY 


Hyperexcitability of the Pulmonary Sensory End- 
ings in Asthmatic Subjects: Its Measurement, 
Causes, and Role as a Reflex 
enic Factor. R. Tiffeneau. Presse meéd. 
66:1250-1252 (July 12) 1958 (In French) [Paris]. 


Acetylcholine administered by the respiratory 
route in aerosol form has a twofold action: 1. It 
excites the pulmonary motor effectors (the smooth 
muscles of the bronchi and the vessels, and the 
bronchial glands), bringing about bronchoconstric- 
tion which alters pulmonary ventilation and may 
lead to asthma. 2. It excites the pulmonary sensory 
nerve endings, giving rise to laryngotracheobron- 
chial sensations and sometimes causing a tussigenic 
reaction. These two methods of action, which are 
phar dy lly distinct, are opposed by two 
elective antagonists: (1) atropine, which prevents 
excitation of the motor effectors, and (2) penta- 
methonium and hexamethonium, which prevent 
excitation of the sensory nerves but have no antag- 
onistic effect on smooth muscle excitation. 
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The second or sensory-nerve-excitation method 
of action was used in studying and measuring the 
excitability of the pulmonary sensory nerve endings 
in 105 patients with asthma. The inhalation of an 
aerosol containing 100 mcg. of acetylcholine per 
liter often leads to cough in normal subjects, where- 
as inhalation of one containing only 30 mcg. of 
acetylcholine rarely does so. The excitability of a 
patient in whom cough is produced by a concentra- 
tion of 100 mcg. may therefore be regarded as 
normal, while that of one who coughs on inhaling 
a solution with a concentration of only 30 mcg. 
may be regarded as abnormal. Application of this 
criterion to the findings obtained in these patients 
showed that the excitability of the pulmonary 
sensory nerve endings was greatly increased in 25 
(23.8%) and moderately increased in 39 (37.1%). 
Acute diseases of the lungs, which are frequent in 
asthmatic subjects, probably help to increase the 
excitability of the pulmonary sensory nerve end- 
ings. Ordinary bronchitis and even a simple cold 
often cause a temporary increase in this excitabil- 
ity in both asthmatic and normal subjects. More- 
over, the excitability of the sensory nerve endings 
tends to increase as the asthmatic condition 
worsens, as shown by the correlation between an 
increase in cough, expectoration, and sensitivity to 
exogenous irritants and a diminution in pulmonary 
function, on the one hand, and an increase in ex- 
citability, on the other. 

The hyperexcitability of the pulmonary sensory 
nerve endings may become an asthmogenic factor 
by giving rise to a bronchoconstrictive reflex. Cold 
air and irritating particles carried by the wind 
serve to precipitate this br trictive reflex. 
Study of the dyspneic manifestations of asthma 
seems to show that there is a similarity between 
irritating particles and allergenic particles: both 
are carried by the air, and both are an indirect 
cause of br triction, the first through the 
intervention of a reflex, the second through that of 
a mediator (histamine). Allergenic aggression pre- 
dominates in recent forms of asthma; irritating ag- 
gression, in asthma of longer duration. The two 
factors, however, may occur together, producing 
mixed dyspneic reactions as a result of the twofold 
irritant and allergenic effect on the lungs. 


PUBLIC HEALTH 


Preliminary Report on Mass Vaccination of Man 
with Live Attenuated Virus in the 

Congo and Ruanda-Urundi. G. Courtois, 
A. Flack, G. A. Jervis and others. Brit. M. J. 2:187- 
190 (July 26) 1958 [London]. 


The authors report on 244,596 inhabitants of the 
Belgian Congo and Ruanda-Urundi, of both sexes 
and all ages, who were vaccinated during the years 
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1957 and 1958 in the course of trials with live at- 
tenuated Chat strain, type 1, poliomyelitis virus by 
the oral route. Of these 244,596 persons, 2,511 re- 
ceived, in addition, Fox II strain, type 3, of at- 
tenuated poliomyelitis virus. The virus pools 
representing each strain were tested for lack of 
virulence in rhesus monkeys injected intracere- 
brally and intraspinally and in chimpanzees injected 
intraspinally. None of the intracerebrally injected 
monkeys and intraspinally injected chimpanzees 
showed signs of illness. Some of the monkeys 
injected intraspinally with the undiluted mate- 
rial showed signs of poliomyelitis infection. For 
additional testing. aliquots of each pool were in- 
jected into rabbits, mice, and guinea pigs in order 
to rule out the presence of other viral agents, such 
as the Coxsackie viruses. Although the material was 
filtered through bacteria-retaining filters, rigid tests 
for bacterial sterility were completed before the 
virus pools were used in man. The efficiency of 
each virus preparation was finally checked by feed- 
ing the virus to a small group of infants and adults 
in the United States. These persons had no anti- 
bodies against the type of virus administered, and 
there was no reaction of any kind. This procedure 
made it possible to determine the minimum im- 
munizing dose of the virus, which was 10°" TCD 
for nonimmune children and adults and 10°° 
TCD x for infants less than one month old. The 
virus preparation was administered in either cap- 
sule or liquid form. The approximate minimum 
dose fed to each individual was 10°" TCD of 
each strain. Throughout the period of administra- 
tion the container of virus suspension was kept at 
4 C. Immunization of the total population of the 
community was decided on only if 12% or more of 
the serums collected were found to have no anti- 
bodies against a given type of virus. Since type 1 
virus was incriminated in most outbreaks of para- 
lytic poliomyelitis, including those in the Belgian 
Congo, it was decided to give priority to vaccina- 
tion with attenuated Chat strain, type 1, virus 
wherever it was statistically feasible. 

In 2 localities, Aketi and Stanleyville, no signs of 
illness were observed after administration of the 2 
types of viruses, and in almost 100% of the vacci- 
nated persons antibodies against the 2 types de- 
veloped which were determinable in the serums. 
No illness, which could be attributed to vaccina- 
tion, was reported by medical authorities in a third 
locality, the Ruzizi Valley, after mass vaccination 
trial of Chat strain, type 1, poliomyelitis virus. On 
recommendation of the Expert Committee on Polio- 
myelitis of the World Health Organization, this live 
virus was administered orally during 4 outbreaks 
of paralytic poliomyelitis at Banalia, Gombari, 
Watsa, and Bambesa in the Belgian Congo. After 
vaccination no more cases of were re- 
ported in these localities. 
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| BOOK REVIEWS | 


Diagnostic Anatomy. By Weston D. Gardner, M.D., 
sociate Professor of Anatomy, Marquette University School 
of Medicine, Milwaukee. Cloth. $10. Pp. 376, with 20 illus- 
trations. C. V. Mosby Company, 3207 Washington Blvd., 
St. Louis 3, 1958. 


Diagnostic anatomy is a new concept in an 
anatomy textbook, and the author is to be con- 
gratulated on presenting this type of book. The 
object of the monograph is to link the book with 
the physical examination of the patient. It is felt 
that a correlated approach to certain aspects of 
regional gross and topographic anatomy, based on 


easy to read. The printing is excellent. The illustra- 
tions, which are by the author, are line drawings 
demonstrating the desired points. It is regrettable 
that there are not more of them. Although the au- 
thor states that surgeons are generally more anat- 
omy-conscious than other physicians because they 
are concerned with anatomic dissections, the mono- 
graph should be valuable even to a surgeon, but 
it should be particularly valuable for those practi- 
tioners who come in contact with the anatomic 
structure of the body less frequently than surgeons. 
The book should be valuable also to students, espe- 
cially in their course in physical diagnosis. 


The Esophagus: Medical and Surgical Management. By 
Edward B. Benedict, M.D., F.A.C.S., Assistant Clinical Pro- 
fessor of Surgery, Harvard Medical School, Boston, and 
George L. Nardi, M.D., F.A.C.S., Clinical Associate in Sur- 
gery, Harvard Medical School. Foreword by Edward D. 
Churchill, M.D., F.A.C.S. Cloth. $15. Pp. 390, with 124 
illustrations. Little, Brown & Company, 34 Beacon St., 
Boston 6; J. & A. Churchill, Ltd., 104 Gloucester Place, Port- 
man Sq., London, W. 1, England, 1958. 


This is a Boston book from cover to cover. That 
is all to the good, since the authors are surgeons 
and teachers of surgery in the Massachusetts Gen- 
eral Hospital and Harvard Medical School. With 
thoracic surgery well established, it is amazing 
what advances have been made in a short time. 
The chest used to be a noli me tangere. One felt 
rather proud to make a diagnosis of cardiac, pul- 
monary, or esophageal lessions that could be con- 
firmed at autopsy. Although we are still clamoring 
for early diagnosis so that surgery can have a bet- 
been prepared by competent authorities 
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ter chance for cure, surgical conditions in the esoph- 
agus are not yet brought to the attention of the 
surgeon soon enough. The authors rightfully insist 
that difficulty in swallowing is a primordial and 
highly important symptom of carcinoma, but both 
patient and physician speak of indigestion, spasm, 
and a “funny feeling” behind the breast bone. No 
better phrase has originated in this century than 
“cancer alert.” Both x-ray and direct vision with 
the esophagoscope are helpful in making an early 
diagnosis. Hence, we now have a better idea of 
short esophagus, varices, strictures, foreign bodies, 
and ulcers. The literature on the esophagus is filled 
with monographs on various conditions, but, since 
it is difficult to look up so many references, having 
the etiology, symptoms, pathology, complications, 
and treatment all under one cover is a great help 
to the physician and especially the gastroenterolo- 
gist. What to do must always require careful judg- 
ment. How to do it is well illustrated by the nu- 
merous and excellent drawings, photographs, and 
color plates in this book. 


Reflexogenic Areas of the Cardiovascular System. By 
C. Heymans, M.D., Professor of Pharmacology, University of 
Ghent, Belgium, and E. Neil, M.D., D.Se., John Astor Pro- 
fessor of Physiology, University of London, Middlesex Hos- 
pital Medical School, London. Cloth. $10. Pp. 271, with 89 
illustrations. Little, Brown & Company, 34 Beacon St., Bos- 
ton 6, 1958. 


The senior author of this book is a Nobel prize 
laureate and the discoverer of the chemoreceptor 
action of the carotid and aortic bodies. This book 
gives not only a critical evaluation of the physiology 
of the sinoaortic receptors but also a survey of 
cardiovascular reflexes in an attempt to correlate 
the latter with definite receptors characterized by 
anatomic localization and physiological function. 
Although the bulk of the work is based on the dis- 
cussion of physiological investigations, the anatomic 
and embryologic basis is adequately covered. The 
problem of neurogenic hypertension (resulting from 
elimination of the sinoaortic receptors) is dealt with 
in a brief chapter. There is much material in this 
book of great value to investigators interested in 
cardiovascular physiology, respiration, and the 
neurophysiology of receptors. The text is well 
printed and provided with excellent illustrations, 
an extensive bibliography, and a short index. Since 
parts of the book are difficult to read, it is regret- 
table that there are no summaries. Criticism is fre- 
quently presented with unusual vigor. Certain data 
in the literature are found to be “exasperating.” 
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the techniques, sequence, and problems faced by 
the physician in the physical examination, should 
be helpful to the student or practitioner who wishes 
to reacquaint himself with the anatomic features of 
the body he examines. The book is well written and 
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The authors speak of the “illogicality” of an argu- 
ment and say that even Claude Bernard “rashly 
concluded.” On the other hand, with reference to 
his own work, the junior author writes (p. 184): 
“Recently Green and Neil (unpublished) have 


the nervous elements. This distraction is engen- 
dered by the impressiveness of the changes in sup- 
porting tissues. Greenfield points out in the intro- 
duction to the first chapter that the changes in 


illustrated with gross and microscopic pictures. The 
illustrations are all black and white but are so 


vivid that one can not criticize the lack of colored 
photography. A minor criticism of the book is that 
the illustrations are numbered in a rather unusual 
fashion, so that one has to use some care in finding 
the proper illustration. This book should be of great 
value to all serious students of pathology or of the 
nervous system. 


Religious Doctrine and Medical Practice. By Richard 
Thomas Barton, M.B., B.S., M.D. Foreword by Raymond B. 
Allen, M.D. Cloth. $3.75. Pp. 94. Charles C Thomas, Pub- 
lisher, 301-327 E. Lawrence Ave., Springfield, Ill; Blackwell 
Scientific Publications, Ltd., 24-25 Broad St., Oxford, Eng- 
land; Ryerson Press, 299 Queen St., W., Toronto 2B, Canada, 
1958. 


This book is “designed to provide a reference for 
questions of religious dogma as they pertain to the 
ice of medicine.” The author had the advice 

of members of the religions about which he writes. 
Consequently it may be assumed that there are no 


gross errors of dogma or its application, but so 
short a book must necessarily be limited to a con- 
sideration of only a limited number of matters— 
those considered by the author to be of major im- 
portance. Religious principles are discussed with 
the religious interest of the patient in mind. The 
book will serve a useful purpose if it does no more 
than remind the physician or nurse that the patient 
may have religious obligations or wishes the ob- 
servance of which will not interfere with, but on 
the contrary may aid, medical care. It should, how- 
ever, not be accepted as an authoritative treatise 
for the interpretation of religious dogma. The book 
contains a brief readable history and a brief dis- 
cussion of some of the doctrines and prac- 
tices of Hinduism, Buddhism, Judaism, Islam, Bahai 
faith, Roman Catholicism, Christian Protestantism, 
Mormonism, Jehovah's Witnesses, Seventh-day Ad- 
ventism, Disciples of Christ, Christian Science, and 
Unitarianism. 


Obstetrics and Gynecology. By J. Robert Willson, M.D., 
Professor and Head of Department of Obstetrics and Gyne- 
cology, Temple University School of Medicine, Philadelphia, 


rics and Gynecology. Temple University School of Medicine. 
Cloth. $10.75. Pp. 605, with 267 illustrations. C. V. Mosby 
Company, 3207 Washington Blvd., St. Louis 3, 1958. 


This book is the outgrowth of a mimeographed 
summary of the contents of courses in obstetrics 
and gynecology given to third-year and fourth- 
year medical students. The authors wrote the book 
to occupy a place between the large encyclopedic 
textbooks and the synopses devoted to these sub- 
jects. In this book, the authors have tried to include 
the essentials of obstetrics and gynecology and in 
this have largely succeeded, but, as may be ex- 
pected when four experienced teachers write one 
book and the amount of space devoted to each 
subject is limited, there is sketchiness and uneven- 
ness. There are 51 chapters, each of which has a 
list of references at the end. The illustrations are 
abundant and instructive. Many have been bor- 
rowed from books written by Willson and the late 
Paul Titus. The advice given throughout the book 
is excellent and conservative. This is to be ex- 
pected, because all four contributors are authorities 
in their specialties. This book should appeal to 
medical students, interns, and residents as a handy 
reference book for detailed information about 
obstetrics and gynecology. General practitioners 
and surely specialists will have to use the larger 
textbooks. 
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proved.” These are unfortunate defects in an im- 
portant book. They are mentioned because they 
sg are bound to weaken the trust in the arguments of 
the authors. 
Neuropathology. By J. G. Greenfield, M.D., F.R.C.P., 
LL.D., and others. Cloth. $20. Pp. 640, with illustrations. 
Williams & Wilkins Company, Mount Royal and Guilford 
Aves., Baltimore 2; Edward Arnold ( Publishers) Ltd., 41-43 
Maddox St., London, W. 1, England, 1958. 
This admirable volume of neuropathology ap- 
peared shortly after the death of the senior author, 
who was one of the world’s outstanding neuro- 
pathologists; it is a vade mecum for those who wish 
to work in this interesting area. The book is easy 
to read, and its style is especially attractive. Green- 
field expended great care in presenting details. He 
concerned with the nervous elements of the nervous 
system. There is often, in neuropathology, a temp- Clayton T. Beecham, M.D., Clinical Professor of Obstetrics 
tation to be distracted from the consideration of and Gynecology, Temple University School of Medicine, 
: Isador Forman, M.D., Clinical Professor of Obstetrics and 
1 ee Gynecology, Temple University School of Medicine, and 
glial cells and the inflammatory changes are really a 
only secondary and that the primary concern is 
what happens to the neuronal elements and their 
processes. This is an indication of clear thinking 
and putting first things first. This volume is well 
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QUESTIONS AND ANSWERS 


SLEEPING POSITIONS OF CHILDREN 

To tne Eprror:—Please comment on the advantages 
and disadvantages of having infants and children, 
normal or with upper or lower respiratory infec- 
tion, lie on the stomach (postural drainage) for 
short or long periods of time. Is there any possi- 
bility of deformation of the thoracic bony struc- 
tures in these infants? 

P. E. Gauthier, M.D., Montreal, Canada. 


Answer.—The majority of infants sleep on their 
stomachs routinely, as they seem to rest more com- 
fortably in this position. Older children sleep in a 
variety of positions. Children of any age will sleep 
more comfortably on their stomachs when they have 
the ordinary upper and lower respiratory infections. 
It is thought that this is due to the benefits of pos- 
tural drainage. During the acute phase of pneu- 
monia and other more severe lower respiratory 
tract infections, children are usually more com- 
fortable in a partial Fowler's position. Once the 
acute phase has passed and secretions become more 
of a problem than gas exchange, postural drainage 
seems to be helpful. There is no evidence that sleep- 
ing on the stomach will influence in any way the 
development of the thoracic cage. There have 
some suggestions that this position may predispose 
to positional deformities of the lower extremities. 
However, most pediatricians, after watching many 
children grow perfectly normally, feel that there 
is absolutely no connection. 


Answer.—The normal infant and child should be 
given the freedom to assume any position in recum- 
bency, i. e., prone, supine, or on either side. There 
is no basis for the thought that such practice will 
contribute to “deformation of the thoracic bony 
structures.” When lower respiratory infections pre- 
vail, coughing is a defensive mechanism. prone 
yw in this instance is a significant advantage 


prone position does not promote the development 
of thoracic deformities. The incidence of tuberculo- 
sis of the spine in childhood is now very low. When 
present, recumbency is still indicated for a few 
months. For alternate hours the patient necessarily 
remains in the prone or supine position in some 
form of apparatus to restrict motion of the spine. 


In such cases there is a tendency for the thorax 
to lose its normal contours, i. e., the anteropos- 
terior diameter may become less and the transverse 
diameter proportionately increased. Such a change 
posterior plaster 


BROMHIDROSIS 

To tHe Eprror:—A 55-year-old man says his wife, 
and apparently several other persons, have no- 
ticed a peculiar odor over his forearms, hands, 
and shoulders. This is not a matter of personal 
cleanliness, as the odor may be apparent imme- 
diately after bathing. The odor has been de- 
scribed as fishy, musty, and like that of sardines 
or lutfisk. He has been examined exhaustively, 
and nothing of note has been found. Liver and 
renal function are both adequate. When the odor 
is present, it usually persists several hours and 
fades gradually. 

William A. O’Brien, M.D., Minneapolis. 


Answer.—Bromhidrosis is the name applied to 
excretion of malodorous perspiration. This may re- 
semble many of the unpleasant odors encountered 
in nature. Offensive odors may be noted in certain 
systemic diseases associated with excessive per- 
spiration and in generalized dermatoses in which 
there is an admixture of scales, crusts, pus, bac- 
teria, and necrotic material. Another form is ex- 
ogenous in origin and is due to the ingestion of 
certain drugs and foods. In such instances, the use 
of garlic, onions, and other seasonings should be 
avoided. Perhaps the “fishy” odor in this patient 
is suggestive of the causative factors, and he should 
avoid the ingestion of all fish and seafoods. The 
normal perspiration, both exocrine and apocrine, 
is devoid of any strong odor. According to Shelley 
and others (A. M. A. Arch. Dermat. & Syph. 68:430, 
1953), the action of bacteria on apocrine sweat 
produces the olfactory changes. In such instances, 
the odor can be prevented by hexachlorophene for 
as long as 18 hours. In one case, famous in derma- 
tological annals, such an offensive odor in a patient 
was found to be due to a ring that he was wearing 
and elimination of the ring resulted in a permanent 
cure. The unpleasant odor may or may not be 
associated with The treatment in 
this patient should be directed against bacteria 
with use of detergents containing hexachloro- 
phene, and application of anhidrotics (such as 
aluminum chloride) and avoidance of malodorous 
ingestants (fish) should be tried. 
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usually not prolonged, and the time spent in the 
The answers here published have been prepared by competent au- 
thorities. They do not, however, represent the opinions of any medical 
or other organization unless specifically so stated in the reply. Anony- 
mous communications cannot be answered. Every letter must contain 
the writer's name and address, but these will be omitted on request. 
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BLOOD EXAMINATIONS WITH 

OXALATED BLOOD 

To tHe Eprror:—It is a common practice for the 
technical staff to draw venous blood between § 
and 9 a. m. for chemical examination, determina- 
tion of erythrocyte sedimentation rate (Win- 
trobe), and, frequently, complete blood cell 
count. An oxalate mixture is used as the anti- 
coagulant in a vacuum tube. The blood is exam- 
ined within 30 minutes after arrival in the lab- 
oratory. No platelet counts are done in this fash- 
ion. Does this technique give clinically —_ 
results in regard to the complete blood cell 
count? H. Seibel, M.D., Brooklyn, N. Y. 


Answer.—The technique described is probably 
adequate for the determination of red blood cell 
counts and hemoglobin level. The resultant white 
blood cell count is probably somewhat lower be- 
cause of the rupture of white cells in the vacuum 
tube. The technique would not be satisfactory for 
good blood films in part because of destruction of 
white blood cells and in part because of the unsat- 
isfactory stain after the use of anticoagulants. Be- 
cause of the effect of the oxalate, the hematocrit 
reading would also probably be inaccurate. In com- 
paring results, it must be remembered that blood 
obtained in this fashion is venous blood and the 
results are not entirely comparable with the capil- 
lary blood obtained by finger puncture. The results, 
however, would be comparable when obtained by 
the same technique consistently. 


ARTIFICIAL SWEETENING AGENTS 

To rune Eprror:—It has recently been said that the 
prolonged use of no-calorie sweeteners was 
harmful. What harmful effects might result from 
such use in general? M.D., Tennessee. 


Answer.—The conclusion of a report published 
by the Food Protection Committee of the Food 
and Nutrition Board ( National Research Council, 
August, 1955) can be taken as reflecting the cur- 
rent attitude concerning the use of artificial sweet- 
ening agents: “There is no evidence that use of 
the nonnutritive sweeteners, saccharin and cycla- 
mate, for special dietary purposes is hazardous. In 
the case of cyclamate, unrestricted use in foods 
and beverages may result in the formation of soft 
stools, but probably without interference with other 
functions of the intestine and without hazard to 
health. No data have been presented as to the 
minimum laxative dose of cyclamate for children, 
but it is reasonable to assume that this dose is 
lower than for adults. The maximal amount of sac- 
charin likely to be consumed is not hazardous. No 
adverse synergistic effect was observed in combina- 
tions of saccharin and cyclamate as tested. These 
materials should be subject to continuing observa- 
tion for possible deleterious effects under prolonged 


upper and lower extremities, and is gradually im- 
proving six weeks after the accident. Would it be 
advisable to institute anticoagulant therapy on a 
long-term basis for prophylaxis of further throm- 
botic episodes of the cerebral vessels? Also, 
would it be advisable to use rutin and one of the 
citrus flavinoid compounds? M.D... Ohio. 


Answer.—Anticoagulants should never be used in 
any form of therapy unless (1) the patient will 
consistently and scrupulously follow the doctor's 
directions and (2) accurate laboratory facilities are 
available to measure prothrombin time. There is 
no unequivocal evidence that treating elderly pa- 
tients with generalized arteriosclerosis and hyper- 
tension will be of any value in preventing subse- 
quent strokes, though there are enthusiastic sup- 
porters of this form of therapy. Direct treatment of 
the hypertension with methods aimed at lowering 
the blood cholesterol level and general hygienic 
care probably constitute the best available therapy 
at the present time. There is no evidence that 
flavinoids or rutin are of any value in the circum- 
stances outlined or in other clinical conditions for 
which they have been recommended enthusiasti- 
cally but not critically. 


POLLEN FILTERS 


To tHe Eprron:—Please give information and refer- 
ences on the most effective air-conditioning filter 
system for removal of pollen during hay-fever 
season, particularly the ragweed and grass pollens 
occurring in the Wisconsin area in June, July, 
August, and most of September. 


M.D., Wisconsin. 


Axswer.—There are numerous excellent filters on 
the market being used in air-conditioning equip- 
ment. It would be impossible to give an unbiased 
appraisal of any particular brand. Since ragweed 
pollen measures 15-20 » in diameter, almost any 
good impingement filter would be effective to some 
degree. The Air Processing Committee (a subcom- 
mittee of the Committee on Air-borne Allergens ) of 
the American Academy of Allergy has been study- 
ing this problem and testing filters and air-condi- 
tioning equipment for several years. In its most 
recent report (J. Allergy 28:455, 1957), a combina- 
tion of an impingement type of filter in conjunction 
with an electrostatic precipitator type is recom- 
mended. Such devices have been described by 


Po QUESTIONS AND ANSWERS 1593 
and varying conditions of use and should be re- 
appraised whenever indicated by advances in 
knowledge.” 

ANTICOAGULANT THERAPY 

To tHe Eprror:—A 65-year-old man has moderate 
essential hypertension and generalized arterio- 
sclerosis. He recently had a mild cerebrovascular 
accident, characterized by paresis of the right 


Novey and co-workers (J. Allergy 27:398, 1956) 
and Friedlaender and Friedlaender (Ann. Allergy 
12:419, 1954). 


USE OF OLD SURPLUS 

THIOPENTAL SODIUM 

To tne Eprror:—Does thiopental sodium deterio- 
rate in the ampuls? A hospital recently acquired 
a supply of thiopental, a surplus item, which had 
originally been furnished to the U. S. Army in 
February, 1945. Is it safe to use it intravenously 
for anesthesia? 


Duncan C. McKeever, M.D., Houston, Texas 


Answer.—This question is difficult to answer, 
since the factors concerned in the storage are un- 
known. However, tests on ampuls of this vintage 
only a year ago showed that the thiopental did not 
deteriorate to anv great degree and that the toxicity 
did not increase with the passage of time when the 
ampuls were properly stored. Excessive heat and 
excessive light may accelerate deterioration, but 
more deleterious than this would be the minor 
breaks that occur in many types of ampuls. The 
skilled individual could make a solution of this 
particular vial, and, if it appeared to the naked eye 
to be normal, that is, if there was no clouding or 
precipitation, it would be considered safe to use. 
However, alterations in color and clarity would in- 
dicate that the ampul should be discarded. 


PARALYSIS AGITANS 


To tHe Eprror:—Is any form of paralysis agitans 
(Parkinson's disease) communicable? 


M.D., Pennsylvania. 


Answer.—Paralysis agitans is not communicable. 
This clinical neurological syndrome may be the re- 
sult of a wide variety of etiological agents. These 
agents include such infections as encephalitis and 
(rarely) syphilis. In most instances, paralysis 
agitans occurs long after initial infection, and trans- 
mission of the initial etiological agent is improb- 
able at the time of the clinical manifestation of the 
disease syndrome. 


VON GIERKE’S DISEASE 

To tHe Eprror:—Please supply information on the 
use of pituitary extract to increase the growth of 
a 13-year-old boy with diagnosed Von Gierke’s 
disease. His present height is 47 in. (88.9 cm.) 
and his weight 47 lb. (21.3 kg.). What other regi- 
men of treatment might be of value? 

Henry G. Kurz, M.D., La Habra, Calif. 

Answer.—The literature on this condition is not 

voluminous. The most illuminating article that has 

come to this consultant's attention is “Effect of the 

Menarche on Hepatomegaly in Pubescent Girl with 
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Syndrome Resembling Glycogen Disease” ( Essel- 
born and others, J. Clin. Endocrinol. 10:339, 1950). 
On the basis of this and general considerations, this 
boy could be given gonadotropins, either equine or 
chorionic or these in alternation, thyroid in toler- 
ance doses, and methyltestosterone, 10 mg. sub- 
lingually twice daily; also, cortisone might be tried. 
None of these, nor all of them together, offer any 
great promise. Pituitary growth hormone should be 
useful when effective preparations are available. 


PROGRESSIVE PIGMENTARY DERMATOSIS 
To tne Eprror:—A query on progressive pigmen- 

tary dermatosis appearcd in Tue Journnat, Aug. 
23, 1958, page 2161. Current textbooks, such as 
those by Sutton, Ormsby, and Montgomery, do 
not touch on the etiology and pathogenesis of 
this condition, and only Sutton suggested the 
use of x-ray treatment. Progressive pigmentary 
dermatosis (Schamberg’s disease) is due to a 
clear-cut deficiency of vitamin C, and, as such, it 
is an etiological equivalent of scurvy. The treat- 
ment with vitamin C, 150 mg. given three times 
a day until the lesions disappear, is efficient in 
every instance. In my experience, the patients 
with this disease had not had citrus fruits in their 
diet for years. This deficiency in the patient's 
diet should be, of course, eliminated. 

Tibor Benedek, M.D. 

25 E. Washington St. 

Chicago 2. 


The above comment was referred to the consult- 
ant who answered the original question, and his 
reply follows.—Epb. 


To tHe Eprror:—The group of dermatoses to which 
progressive pigmentary dermatosis belongs, and 
which includes purpura annularis telangiectodes 
(Majocchi’s disease), Gougerot’s syndrome, and 
Blum’s disease, is noted, among other changes, 
for purpura. The purpuric lesions are small and 
often punctate and yet unlike the early follicu- 
lar forms seen on the lower extremities in scurvy. 
Overt manifestations of scurvy in the above 
group, such as swollen and bleeding gums, are 
lacking. Nevertheless, progressive pigmentary 
dermatosis and related entities (some believe 
they are clinical variants of one disorder) may 
have a direct or indirect basis in a relative vita- 
min C deficiency. This should be easily verified 
in the clinical laboratory. This consultant is not 
aware of any reports on blood vitamin C levels 
in progressive pigmentary dermatosis. If the sim- 
ple measure of vitamin C administration will 
suffice to clear this group of purpuric derma- 
toses, it is a welcome therapeutic suggestion and 
will be received gratefully. 


